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By E. R. Stitt, B.A., Ph.G., ScD., LL.D., Rear Admiral Medical Corps, and Surgeon General, 
Seventh Edition, Revised, Enlarged (Published June, 1928). 


Cloth, $5.00. 766 pages. 


Navy. 


203 Illustrations, including 675 Figures and 1 Plate. 


In this revision the author has eliminated all material that has become obsolete, making room for a considerable 


amount of new matter, which brings the book thoroughly up to date. 
times, have made it necessary to increase the volume 132 pages. 


The advances in internal medicine, of recent 
The great importance of dietetic faults in the 


production of disease and in lowering of body resistance to bacterial invasion has called for a summary of the 


subject of nutrition. 
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Practical Local Anesthesia 


and Its Surgical Technic—Wo 


4 i HIS TRULY GREAT BOOK definitely teaches a successful working technic in Local 
Anesthesia. It holds for the purchaser a two-fold advantage. The author’s experience 
has not been limited to one field alone. On the contrary, not only have his original work and 
success in the field of Local Anesthesia won him wide repute, but his extensive operative ex- 
perience, with many thousands of cases, stamps him as a Master Surgeon. 

Herein lies the great practical value of this book to the general surgeon. The author sees 
both sides of each case, the anesthetic and the surgical, and knows from experience the vari- 
ous problems to be met. Hence his book is not a mere academic discussion of Anesthesia, to 
the exclusion of all other clinical factors, but a clear-cut exposition of Local Anesthesia as 
actually applied in modern surgical procedures. 

In each given condition, Dr. Farr is in a position to advise with authority as to the most 
efficient use of Local Anesthesia, the type of operation, and, what is more, the actual opera- 
tive technic in many cases. This is most important, because the method of operating has a 
great deal to do with the success of any surgical procedure under local anesthesia. Hence 
many points in surgical technic have been described in detail. Numerous CASE REPORTS 
show the feasibility of performing the various types of operation under Local Anesthesia. 
Illustrations have been most generously used and portray not only the practical technic in 
anesthesia but also the actual operations. 


Large Octavo, 529 pages with 219 engravings (mostly original) and 16 colored plates 
Cloth, $8.00, net 


706-8Sansomst. LEA & FEBIGER 
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APPLETON’S MEDICAL BOOKS 


Hewlett’s Functional Pathology of 
Internal Diseases 


FUNCTIONAL PATHOLOGY OF INTERNAL DISEASES. By ALBION W. HEWLETT, 

M.D., Professor of Medicine, Leland Stanford University. New edition, revised. 716 
pages. Cloth. Illustrated. Price $7.50. 
Functional Pathology is today the most dynamic field in medicine. This 
book, which deals with those changes in function that are presented in 
cases of internal diseases, gives full consideration to past experience and 
the most recent advances, and recognizes the importance of functional 
pathology in interpreting clinical pictures and indicating treatment. 


T 


Morris’ Clinical Laboratory Diagnosis 


CLINICAL LABORATORY DIAGNOSIS. By RoGer SyLvesterR Morris, M.D., Profes- 

sor and Head of Department of Medicine, University of Cincinnati. 456 pages. Cloth. 
Price $6.00. 
A presentation of diagnostic laboratory tests, both chemical and micro- 
scopical, describing the methods of detecting both the normal and ab- 
normal, and giving the chemical significance of all findings, so that the 
worker may quickly run through the possibilities for any condition with- 
out the necessity of searching through pages of text. 


Plass’ Obstetrics for Nurses 


OBSTETRICS FOR NURSES. By Everett Duptry M.D., Obstetrician-in- = 

Chief, Henry Ford Hospital, Detroit, formerly Associate Professor of Obstetrics, Johns 

Hopkins Medical School, etc. 410 pages. Cloth. 162 illustrations. Price $3.50. 

A condensed textbook, incorporating the essence of the theory and prac- 

tice of obstetrics in as simple Janguage as possible, without confusing 

detail, but maintaining the high scientific standard of the best medical 

textbooks. Just the facts of physiology and of method the nurse needs 

to know. 


D. APPLETON & COMPANY, 
35 West 32nd Street, New York. 


Please send me, carriage prepaid, the books checked below, for which I enclose 
(or charge to my account). 
Hewlett’s “Functional Pathology of Internal Diseases,” $7.50 


Morris’ “Clinical Laboratory Diagnosis,” $6.00 
Plass’ “Obstetrics for Nurses,” $3.50 
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Fhe MEpDICAL INTERPRETER. 


HELPS YOU THI 


and put your thoughls 


More than two hundred medical ex- 
perts are daily reading, selecting, di- 
gesting and editing the very cream of 
the world’s latest and most advanced 
attitudes in medicine and surgery, 
and summarize it in short crisp sen- 
tences free from the circumlocution 
of opinionated authors, and passed on 
to you in the pages of the Medical 
Interpreter, not as suggestions, ideals 
or probabilities, but as “CASE REC- 
ORDS” that bear the stamp of proven 
results. 
That’s why the Medical Interpreter 
is today the most valuable medical 
reference work extant, because its 
“APPLIED ARTICLES” can _ be 
* adopted and put in practice at the 
sick bed, and quicker and greater re- 
lief given. 
Its articles—“Applied Articles’”—are 
written in the clarity of decision 
based on facts—facts proven—re- 
peatedly proven—and therefore in 
the brevity of their recital gives the 
busy Doctor the most valuable infor- 
mation for his guidance that can be 
accepted, adopted and acted upon, 
oftentimes in an emergency when 
quick action and the absolute knowl- 
edge of what to do and how to do it 
sums up the salvation of his case. 


“If it’s NEW it’s in the MEDICAL INTERPRETER” 


A SERVICE 


MEDICAL INTERPRETER CO. 


1716 Pennsylvania Avenue N. W., 


Washington, D. C. 


The Doctor can practice from the 
Medical Interpreter because it deals 
only in the “new attitudes” and “ap- 
plied articles,” the weapons of knowl- 
edge the busy Doctor must have to 
cope with in the successful prosecu- 


tion of his profession. And all this 
wonderful mine of information is sup- 
plied at a most conservative price. 
The ideas and intent of the Medical 
Interpreter are cooperative. The 
price of the Medical Interpreter is 
ridiculously low when its compara- 
tive value day in and day out is con- 
sidered. It is a “service” that pays 
dividends; a fountain head of re- 
sourcefulness to which the highest in- 
ternational authorities on medicine 
and surgery contribute. 


And we repeat—the price is very 
moderate; indeed we have had some 
physicians frankly express surprise, 
after receiving the service, at its very 
low price and created a source of won- 
der how we are able to carry on this 
magnificent work and distribute it at 
the price charged for it. Please 
sign and mail coupon attached for 
further and complete informa- 
tion about the Medical Inter- 
preter; prices, terms, etc., 
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NEW LIPPINCOTT BOOKS 


Wilson-Bradbury — In- 
ternal Medicine— 


A practice of medicine by practition- 
ers for practitioners arranged for 
quick reference. A doctor can work 
on the Diagnosis side from the pre- 
senting symptom, study it under the 
title of the disease or the organs af- 
fected; with concise practical treat- 
ment for all conditions coming within 
the realm of Internal Medicine. A 
new and exclusive feature is the mon- 
ographic index, by means of which a 
doctor has all the advantages of a 
number of separate monographs; for 
instance, by bringing together under 
heads like ‘pain,’ ‘vomiting,’ etce., 
every possible reference thereto with 
page numbers. Three volumes with a 
separate desk index—$20.00 per set. 


Reid—The Heart in 
Modern Practice— 


This book incorporates the best of 
the new knowledge with that which 
may be said to have stood the test of 
time. Brief enough to be attractive 
to those whose opportunity to read 
upon a single aspect of medicine is 
limited. It is uniquely arranged to 
present heart disease according to its 
etiologic types, rather than by anatom- 
ical lesions which may be common to 
various types of heart affections. The 
new classification is from an etiolog- 
ical, a functional, and a structural 
view-point. Fully illustrated. The 
tracings were made by the author in 
the Heart Laboratory of the Boston 
City Hospital—$5.00. 


Wheeler—Nursing 
Technic— 


The new second edition of this 
standard book has been entirely re- 
vised and reset. A section on band- 
aging has been added and the con- 
structive ideas of the users of the first 
edition have been included for its 
betterment. Twenty-five specially pre- 
pared illustrations under the personal 
supervision of the author—$1.75. 


Howard—Practice of 
Surgery— 


This practice covers the subject as 
taught and practiced at the celebrated 
London Hospital—a complete and 
thoroughly practical volume by RUS- 
SELL HOWARD — 1275 pages —8 
colored plates—542 text illustrations 
—third edition—$7.00. 


Feer—Pediatrics— 


A celebrated text-book by nine Eu- 
ropean and seventeen American Pedi- 
atricians. No similar one-volume work 
appears in our language. A distinct 
advantage is the concise treatment of 
the subject matter. Arrangement is 
such that no time is lost in referring 
to any one descriptive passage. Eti- 
ology, Pathology, Symptomatology 
treatment are all complete. Discus- 
sions of individual diseased conditions 
are absolutely dependable, and the 
therapeutic measures advised are in 
line with the most recent accepted 
pages—262 illustrations— 


Fuchs—Ophthalmol- 
ogy— 


Entirely rewritten and rearranged in 
a logical order so that the relations 
between the separate parts of the sub- 
ject shall be made most clear. Changes 
are so numerous as to occur practi- 
cally on every page. Translators had 
the benefit of consultation with Dr. 
Fuchs in a comparison with a thor- 
oughly revised thirteenth German edi- 
tion. Chapters on Refraction are en- 
tirely remodeled and much augmented. 
It is the most thoroughly revised edi- 
tion of FUCHS’ celebrated work ever 
issued—997 pages—455 illustrations— 
seventh edition—$9.00. 


Emerson—Clinical Di- 
agnosis— 


An entirely new book with the same 
title and by the same author of a most 
successful work of ten years ago. As 
in previous editions, it is not merely 
a@ manual for laboratory workers, but 
is intended especially for dical stu- 
dents and practitioners of Internal 
Medicine. It has new sections on 
Serology, Bacteriology, Chemistry of 
the Blood and of the Spinal Fluid— 
726 pages—156 illustrations—fifth edi- 
tion, entirely rewritten and reset— 
$7.50. 


McDonald—Essentials 
of Surgery— 


This unique text for nurses does not 
cover surgical technic. It is written 
in the belief that a nurse can more 
intelligently assist in the care of her 
patients if she has a reasonable con- 
ception of the conditions present and 
of the indications to be met. It cov- 
ers the general principles of surgical 
diseases and the pathological changes 
which result—more important surgi- 
cal lesions involving special regions of 
the body, including gynecological, 
surgical lesions, all simply presented— 
265 pages—49 illustrations—second 
edition—$2.50. 


Ely—Inflammation in 
Bones and Joints— 


A distinctly personal book, based on 
the results of original research and 
work in the pathological laboratory 
and co-relation of this work with clin- 
ical findings. A truly practical and 
delightfully written book on a very 
important subject by LEONARD W. 
ELY, Stanford University—426 pages 
—144 illustrations—$6.00. 


Moore—Nutrition of 
Mother and Child— 


Emphasis has been placed upon breast 
feeding vitamins and the mineral 
content of the diet. In the chapter 
on breast feeding, nothing is included 
which has not been tested and proven 
of practical value. Written by C. 
ULYSSES MOORE, University of 
Oregon, with menus and recipes by 
MYRTLE JOSEPHINE FERGUSON, Iowa 
State College—227 pages—$2.00. 


Broadhurst—How We 
Resist Disease— 


Designed as a brief introduction to 
the field of immunity. Prepared for 
nurses who are interested in so many 
practical applications of the subject. 
The work covers in a general way 
the most important preventive and 
curative practices. Wherever possible, 
general directions of process regard- 
ing actions, etc., have been used— 
with a glossary—248 pages—138 illus- 
trations—1 colored plates—$2.50. 


Bliss and Olive—Phys- 
ics and Chemistry for 
Nurses— 


It is completely revised and rewritten 
and conforms to the Standard Curric- 
ulum of the National League of 
Nursing Education. The original 
authors have had the advantage of 
the collaborations of FRANCES W. 
WITTE — ETHEL JOHNS — SR. 
MARY ALMA—ALICE L. LAKE— 
STELLA ACKLEY—ADELAIDE M. 
LEFFINGWELL. It covers the spe- 
cial applications of physics and chem- 
istry to nursing, carefully limiting 
the material to the brief time al- 
lotted to the course in the Standard 
Curriculum. There has been a con- 
siderable elimination of material from 
other editions and the work stresses 
the importance of suitable laboratory 
work of practical value—third edi- 
pages—70 __illustrations— 
2.50. 


J. B. LIPPINCOTT COMPANY 


PUBLISHERS 


PHILADELPHIA 
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Whole Grains 


Steam Exploded 


Puffed Wheat and Puffed Rice are 
steam exploded grains, made by the 
process of Professor A.P. Anderson. 

The grains are sealed in guns, 
then revolved for an hour in fearful 
heat. The bit of moisture in each 
food cell is thus changed to steam. 
When the guns are shot that steam 
explodes. The food cells are thus 
blasted, and digestion is made easy. 


The grains are puffed to globules 
8 times normal size. They are flimsy 
and flavory, airy, flaky, crisp. They 
taste like food confections. 


Minerals— Bran—Vitamines 

Puffed Wheat in milk makes a 
most inviting dish. It supplies 12 
needed minerals, all the vitamines 
and bran. 

In no other form is whole wheat 
so fitted to digest. And no other 
form makes it so delightful. 

Where these things are to be con- 
sidered, Puffed Wheat and Puffed 
Rice form ideal cereal foods. 


Quaker Quaker 
Puffed Wheat Puffed Rice 


The Quaker Oats @mpany 


Chicago 


The New Star in the 
Flag of Treatment 


Physiotherapy 
Technic 


By C. M. Sampson, M. D. 


Formerly of Physiotherapy Service, Walter Reed 
General Hospital, U. S. A.; Later Chief of Physio- 
therapy Service, U. S. A. General Hospital No. 9, 
Lakewood, N. J.; Later Chief of Physiotherapy 
Service, U. S. A. General Hospital No. 41, Fox Hills, 
N. Y., later named Hoff General Hospital; later Re- 
construction Officer U. S. Public Health Service Hos- 
pital No. 61, later Veterans’ Bureau Hospital No. 61, 
Fox Hills, N. Y.; Formerly in Charge of Reconstruc- 
tion at U. S. Public Health Service Hospital No. 70, 
New York City. 
450 pages 6x9, with 85 original illustrations. Price, 
silk cloth binding, $6.50. 
SIMPLE, practical and proven 
explanation both of the physics 
involved in the making and applica- 
tion of the physical remedies by a man 
that positively knows his book upon 
this subject. The Sanskrit of elec- 
tricity has been translated into plain 
English for the physician. The same 
methods used successfully to train 
hundreds of medical officers and re- 
construction aides in the _ services 
have been followed in this book. For 
years the author had charge of a 
huge clinic with a trained personnel 
of 110 operators giving a total of 


2,300 physical treatments per day. 
Sign This Coupon—Mail Today 


C. V. MOSBY CO., 
508 North Grand Blvd., St Louis, Mo. 
Send me a copy of Sampson’s new book on Physio- 
therapy Technic, for which I enclose check for $6.50; 
or you may charge to my account. 


Name 


Address 
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A New Arsphenamine Compound 


May be Administered Subcutaneously or Intramuscularly 


MPARISON of volume of solu- 
tions of leading Arsphenamines 
ready for administration. Dosage of 
Sulph h ine shown is for sub- 


t orintr y 


OLUTION of Sulph h i 
is prepared by breaking the neck 
of the ampul and introducing with a 
syringe the required quantity of sterile 
water. 


Arsphenamine Neoars Sulpharsphenamine 
80 Cc. 10 Cc. 1.6 Cc. 


Sulpharsphenamine Squibb 


DEFINITE compound of arsphenamine containing 22 
to 24% of arsenic. Marketed in nitrogen-filled ampuls. 
Higher therapeutic index, more stable and less toxic than 
neoarsphenamine. 
Note 1.—May be administered subcutaneously or intramus- 
the marked cylarly as well as intravenously 
advantages 
2.—Has a higher therapeutic index than neoarsphenamine, 
plus constancy of therapeutic action. 
3.—Less toxic than any other arsphenamine compound. 
Less danger to the patient. 
4.—Most stable of the arsphenamines. Its solutions donot 
undergo change as rapidly as solutions of neoarsphenamine. 
5.—More prolonged in action than neoarsphenamine, and 
therefore less apt to be followed by reactions. 


Complete Information Upon Request 


E-R: SQUIBB & SONS, NEW. YORK 


, MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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To the Medical Profession of Alabama: 


GILLILAND TYPHOID VACCINE 


(Plain or Combined) 


TYPHOID VACCINEs 


i 


SYRINGE PACHA 


S ayringe (1 $1.00 
35 
30 ampul (10 treatments)... 2.75 


Order from your nearest Distributor, specifying the 
GILLILAND LABEL. In the event that your Distrib- 
utor cannot supply you, then order direct from our 
MONTGOMERY OFFICE, 517 Dexter Ave., where they 
will be given prompt attention. 

Specify the GILLILAND LABEL. GILLILAND 
products are used and approved by your State Board of 
Health. 


THE GILLILAND LABORATORIES 


MARIETTA, PENNA. 


G 
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Special Price 
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ILETIN 
INSULIN, LILLY 


The Active Principle Derived From the Islet Tissue of the 
Pancreas of Animals, Prepared in Aqueous Solution for Use in 
the Treatment of Diabetes Mellitus. 


This product was discovered and developed at the Uni- 
versity of Toronto and is made by Eli Lilly and Company 
under the authority of the University of Toronto. This 
extremely potent extract will be supplied to physicians 
willing to assume the responsibility for its use. Those 
who contemplate using Iletin should study carefully the 
information now available, particularly that relating to the 
adjustment of unitage to diet and the prevention of accident 
due to overdose. It is advisable that patients be given a pre- 
liminary treatment in a hospital or an institution in which 
adequate dietetic and laboratory supervision is available. 


HOW ILETIN IS SUPPLIED 

At present Iletin is not carried in stock by the drug trade. 
It will be sent directly from Indianapolis to physicians and 
hospitals on orders placed through their druggists. These 
orders will be invoiced to the druggists. 

Iletin is supplied only in 5c. c. ampoule vials 

ORDER AS 
H-10[ 50 units] containing 10 units in each c.c. 
H.-20 [100 units] containing 20 units in each c.c. 


cA pamphlet on Iletin is being mailed to physicians 


ELI LILLY AND COMPANY 
INDIANAPOLIS, INDIANA 
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ADIUM 


STANDARD CHEMICAL CO. 


“Know the Company from Which You Buy” 


Instruction in the Use of Radium 
eget mmags the need for authoritative information on the physics and thera- 


peutic use of Radium, this company conduéts monthly a comprehensive course of 
instruction covering every phase of the subject. Details and dates of Courses will be 
mailed on request. 


SOME POINTS OF OUR SERVICE 


Necessary instruments and screens for the safe hand) §=“RADIUM”—a quarterly journal, the oldest publi- 
ling and application of radium. cation devoted exclusively to the therapeutics of radium. 
A comprehensive and scientific course ot instruétion | Complete installations of the latest apparatus for the 
in the physics and therapeutic use of radium. collection, purification, tubing and measurement of 
A loose-leaf Compendium of Abstracts of professional tadium emanation. 
papers, showing the technic and results of radium Medical and technical experts always available for 
treatment, with supplements as issued. conference or for advice by letter. 

Skilled assistance in seeking lost radium. 


RADIUM CHEMICAL CO. 


PITTSBURGH, PA. 
BOSTON NEW YORK CHICAGO SAN FRANCISCO 


Diarrhea 


The importance of nourishment in intestinal disturbances that 
are so common during the warm weather is now recognized by 


physicians, and it is also appreciated that the nutrition furnished 
must be somewhat different than the milk modification usually 


supplied to the normal infant. 


@) Food elements that seem to be particularly well adapted, mixtures 
7] that are suitable to meet the usual conditions, and the general manage- 
| ment of the diet, are described in vur pampnlet —“The Feeding of 
@) Infants in Diarrhea”— a copy of which will be sent to any physician 
4] who desires to become familiar with a rational procedure in summer 


diarrhea. 
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Professional Preference 


Recent investigation by an independent 
national research institute shows that 
more Dentists recommend Colgate’s than 
any other dentifrice. 


This preference is even more pronounced 
today than six years ago when a similar 
: investigation revealed Colgate’s to be 


“The Dentists’ Dentifrice”’. 


This is rather substantial evidence of the 
preference of the Dental profession for 
grit-free precipitated chalk and a pure 
soap as constituents of a dentifrice. 


CLEANS 
TEETH THE 


A generous supply of samples 
will be sent postpaid to pro- 
fessional friends upon request. 


Doesnt Seratch 
or Scour 


MEDICAL DEPT., 


COLGATE & CO. 
Established 1806 
199 Fulton St., New York 
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Southern Pediatric Seminar 


Next Session at Saluda, N. C., August 7th to 20th 


A TWO WEEKS’ POST GRADUATE COURSE IN LATEST 
METHODS OF DIAGNOSIS, PREVENTION AND TREAT- 
MENT OF DISEASES OF INFANTS AND CHILDREN 


SIX HOURS LECTURE A DAY WITH TIME TO RECREATE IN THE 
“PLAY GROUND OF THE SOUTH”; BEAUTIFUL SCENERY, 
GOLFING AND BOATING 
Practical Demonstration in the Methods of Feeding Well and 
Sick Babies 


Clinical Material Available; Fifteen Minutes “Round Table,” Discussion 
After Each Lecture 


The following men from various parts of the south will deliver lec- 


tures: 


William A. Mulherin, A.M., M. D., F.A. 
C.P., Augusta, Ga., Associate Professor 
of Pediatrics, University, of Georgia. 

R. M. Pollitzer, M.D., Charleston, S. C., 
Professor of Diseases of Children, 
Medical College of South Carolina. 

Frank Howard Richardson, A.B., M.D., 
Black Mountain, N. C., Diagnostic and 
Nutritional Clinic, Black Mountain, 
N. C 

Lawrence T. Royster, M.D., Norfolk, Va. 

W. P. Cornell, M.D., Columbia, S. C., Ex- 
professor of Pediatrics, Medical Col- 
lege of South Carolina. 

E. A. Hines, M.D., Seneca, S. C. 

Francis B. Johnson, M.D., Charleston, 
S. C., Director of Clinical Laboratory, 
Roper Hospital. 

W. L. Funkhouser, M.D., F.A.C.P., At- 
lanta, Ga., Associate Professor of 
Medicine, Head Dept. Pediatrics, Em- 
ory University. 

Robt. A. Strong, M.D., Pass Christian, 
Miss., Clinical Professor of Pediatrics, 
Tulane University. 

Philip Barbour, A.M., M.D., F.A.C.P., 
Louisville, Ky., Professor and Head of 
the Dept. Diseases of Children, Medical 
Dept. University of Louisville. 

Oliver Hill, M.D., Knoxville, Tenn. 

C. V. Akin, M.D., U.S.P. Health Service. 


For further information apply 


Oren M.D., F.A.C.S., Charlotte, 
N. C. 


Robt. Wilson, Jr., M.D., A.B., Charles- 
ton, S. C., Dean and Professor of Medi- 
cine, Medical College of the State of 
South Carolina. 

Lewis Elias, M.D., Asheville, N. C. 

LaBruce Ward, M.D., Asheville, N. C. 

William Weston, M.D., Columbia, S. C. 

Ross Snyder, A.B., M.D., Birmingham, 
Ala., Professor Post-Graduate, Uni- 
versity of Alabama. 

Owen H. Wilson, M.D., Nashville, Tenn., 
Professor of Pediatrics, University of 
Tennessee. 

Edwin King, M.D., Asheville, N. C., Past 
Assistant Instructor Harvard Medical 
School. 

H. H. Harrison, M.D., Asheville, N. C. 

John D. MacRae, M.D., Asheville, N. C. 

Allen Jervey, B.A., M.D., Tryon, N. C. 

Wm. C. Brownson, M.D., Asheville, N. C. 

O. L. Miller, M.D., F.A.C.S., Gastonia, 
N. C. 

J. B. Greene, A. B., M.D., M.A., Ashe- 
ville, N. C. 

S. H. Welch, A.B., M.D., Birmingham, 
Ala. 

D. Lesesne Smith, M.D., Saluda, N. C. 

L. G. Beall, Black Mountain, N. C. 


D. LESESNE SMITH, Registrar 
Infants’ and Children’s Sanitarium, Saluda, N. C. 


W. A. Mulherin, Dean 


Frank Howard Richardson, Vice-Dean 
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SO THE DOCTOR MAY KNOW =] 


90,000 People Died of Malignant Disease in 1922 in the United States 


THE MAJORITY OF THESE LIVES COULD HAVE BEEN SAVED 
BY THE EARLY USE OF RADIUM 


Vol. XVI No. 7 


Radium used as a palliative in the terminal stages would at least have eliminated a 
great deal of suffering. 


The Medical Department has many thou- 
sands of reprints or abstracts on file and 
can supply not a little information to 
those interested. 


"RADIUM 


The RADIUM THERAPIST is our pub- \. APPLICATORS 
lication. Samples copies will be sent on ———— iui 
request. “The Marh of a Complete and Careful Radium Therapeutic Service 


The Radium Company of Colorado 


RADIUM BUILDING, DENVER, U.S. A. 


BRANCH OFFICES 


San Francisco: 582 Market St. Chicago: 853 Peoples Gas Bldg. New York: 244 Madison Ave. | 
Paris: 118 Avenue des Champs Elysees 


HOT WEATHER SUGGESTION 


“Creosote water is sometimes given to check gastric fermentation.”— 
Solmann: Manual of Pharmacology, Ed. 2, 1922, p. 581. 


Patients object to creosote because of its taste and untoward effects 
on the stomach. They do not object to taking CALCREOSE—a mixture 
of approximately equal parts of beechwood creosote and calcium, possessing 

_ the pharmacologic activity of creosote but free from its untoward effect on 
the stomach, therefore, 

CALCREOSE solution lends itself admirably to the treatment of 
gastro-intestinal disorders in which it is desired to get creosote effect. 


TABLETS POWDER SOLUTION 


The Maltbie Chemical Company 


Newark, New Jersey 


| 
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BIRMINGHAM CENERAL HOSPITAL 


5th Avenue and 24th Street, Birmingham, Ala. 
Staff 


Dr. W. C. Gewin, Chief Surgeon 
Dr. L. J. Johns, Associate Surgeon 
Dr. W. L. Rosamond, Internal Medicine 
Dr. A. L. Gaston, Eye, Ear, Nose and Throat 
Dr. J. E. Garrison, Obstetrics and Diseases of Women 
Dr. W. B. Johnson, Diseases of Children 
Dr. R. G. McGahey, Anesthesia and Cardiac Diseases 
Dr. Jno. T. Kent, Urology 
Dr. W. A. Burns, X-Ray and Dermatology 
Dr. C. A. Greene, Dentist 
Prof. Jno. B. Mix, Pathologist 
A thoroughly modern and up-to-date hospital, newly 
furnished and equipped throughout. 


Radium for treatment of malignant and benign 


conditions. 
Training School for Nurses—Miss Maud Pick, Supt. 
Long distance telephone Main 3448 and Main 3449. 
2400 Fifth Avenue, Birmingham, Alabama. 


YOU ARE INVITED 
by 
The Kansas City Clinical Society 


To come to Convention Hall 
October 8 to 13, 1923, 
and enjoy 


A REAL POSTGRADUATE COURSE 


Scientific Exhibits 
Diagnostic Clinics 


For a copy of daily Clinical 
Bulletin, inquire at Chamber of 
Commerce Information Booth in 
Union Station, at hospitals, or 
at office of 


Kansas City Clinical Society 


400 Rialto Bldg. Telephone Main 1724 
KANSAS CITY, MO. 


RADIUM RENTAL SERVICE 


Radium loaned to physicians at moderate rental 
fees, or patients may be referred to us for treatment 


if preferred. 


Careful consideration will be given inquiries con- 
cerning casesin which the useof Radium isindicated. 


BOARD OF DIRECTORS 


Wm. L. Brown, M. D. 
Thomas J. Watkins, M. D. 


William L. Baum, M. D. 
Louis E. Schmidt, M. D. 


The Physicians Radium Association 


1105 Tower Building, 6 N. Michigan Ave. 
William L. Brown, Managing Director 
CHICAGO, ILL. 


Telephones: Randolph 6897-6898 


Frederick Menge, M. D. 


i” 
| 
| 
= 


Vol. XVI No.7 SOUTHERN MEDICAL JOURNAL 13 


8 


THE CHESTON KING SANITARIUM, Inc. 


For Treatment 
DR. J. 
of 
CHESTON KING 

LIGHT MENTAL 
DISEASES and 


NERVOUS DISEASES 
AND GENERAL 
INVALIDISM 


DR. W. A. GARDNER 


Proprietors and 


Medical Directors 


At Stone Mountain, Ga., 16 Miles from Atlanta 


Address all communications to 204-205 Peachtree Bldg., Atlanta, Ga., or Stone Mountain, Ga. 
Phones: City Office, Ivy 2737; 32 Stone Mountain, Ga. 


TO THE DOCTORS: 

After having owned and operated the Howell Park Sanitarium in Atlanta for several years I built 
the Cheston King Sanitarium on Peachtree Road, and during the crisis of the war the Government 
bought it from me. 

Now | have just completed a Sanitarium that the profession can feel proud of. 

Every room in this beautiful institution silently preaches the Gospel of Sunshine, impresses you 
with the tender care of Home—and sways your thoughts with the beauties and wonders of nature. 
As you view Stone Mountain, the largest Granite Mountain in the World—not excepting the Rock of 
Gibraltar, you have gazed upon one of the Wonders of the World. We have endeavored to make this 
Sanitarium, from the standpoint of location, equipment, cuisine, refined nurses, second to no institu- 
tion in our country. 

For any further information address Dr. J. Cheston King, 204-5 Peachtree Bldg., Atlanta, Ga., or 
Dr. W. A. Gardner, care The Cheston King Sanitarium, Stone Mountain, Ga. 


THE HENDRICKS - LAWS 
SANATORIUM 


El Paso, Texas 
Chas. M. Hendricks, James W. Laws, 


Medical Directors. 
REST AND PRECISION IN DIET A modern and thoroughly equipped pri- 
vate institution for the treatment of all 
forms of tuberculosis, located at an ideal 
930 South 20th St. point, where atmospheric conditions - 
y proach perfection in the treatment of suc 
BIRMINGHAM, ALA. disorders. For full information, address 
G. R. Daniels, Business Manager. 
In connection with offices of Dr. James S. McLester. Altitude 4,000 feet. Percentage of Humidity .40. 
335 Sunny Days. Average Rainfall 9.12 inches. 


MISS QUINN’S NURSING HOME 


FOR PATIENTS WHO REQUIRE 
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DAVIS-FISCHER SANATORIUM 


25-27 East Linden Avenue 
ATLANTA, GEORGIA 


Fireproof buildings, 
modern in every respect, 
for the treatment of sur- 
gical, gynecological and 
obstetrical cases. A lim- 
memes! ited number of medical 
cases admitted. No men- 
tal or alcoholic cases or 
drug addicts admitted. 
Laboratories complete 
for all modern investiga- 
tions and diagnoses, also 
x-ray and radium treat- 
ment. Training school 
for nurses. 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinical laboratory. 7 bulldings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful par, Government 
Post grounds and Country Club. 
T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, M.D., Res. Physician. C. W. Stevenson, M.D., Res. Physician. 
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WM. RAY GRIFFIN, M. D. M. A. GRIFFIN, M. D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 


CURRAN POPE A. THRUSTON POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 

fans, modern plumbing and superior furnishings. Solicits all cases of functional and 

organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 

— drug habits and alcoholism. Bed-ridden cases not received without previous arrange- 
nt. 


Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physi- 
cians and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 


Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 


Long Distance Phones Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 (eetabiioned 1890 115 West Chestnut St. 
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CITY VIEW SANITARIUM 


(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS. 


Moved to its new location July 1, 1922. 

An entirely new plant has been erected. 
Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty acre tract, and surrounded by large grove 
and attractive lawns. Two resident physicians. Training school for nurses. 

References: The medical profession of Nashville. 


JOHN W. STEVENS, M.D., Physician-in-charge. 


R. F. D. No. 1 
NASHVILLE TENNESSEE 


On Murfreesboro Pike, one-half mile east of old location. 


Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For the treatment of Nervous and Mental Diseases, 
General Invalidism and Drug Addictions. Separate 
Department for the Custodial Care of Chronic Cases. 
Fhe Sanitarium is located on the Marietta Car Line, 
10 miles from the center of the City, near a beautiful 
suburb, Smyrna, Ga. Grounds comprise 80 acres. 
Buildings are steam heated, electrically lighted, and 
many rooms have private baths. 

Rates 
Acute cases $35.00 to $55.00 per wee 
= Cases for custodial care S20. 00 to $35.00 per 
wee 
Reference: The Medical Profession of Atlanta. 

DR. JAS. N. BRAWNER, Medical Director 
DR. ALBERT F. BRAWNER, Res. Physician 
City Office 
702 Grant Bldg. ATLANTA, GA. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous’ Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 


WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 
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BLACKMAN SANITARIUM 


172 Capitol Ave., Atlanta, Ga. Dr. W. W. Blackman, Medical Director. 


Digestive and Nervous diseases, 
- Heart-artery-kidney affections, Mal- 
nutrition and underweight, Diabetes, 
Obesity, Anemia, Toxemias, Malaria, 
Rheumatism, Sciatica, Neuritis. 


(Surgical, contagious, mental, alcoholic 
and drug-habit cases not received.) 


Elaborate hydrotherapy; Dietetics; 
Fattening treatment (Milk cure—5 
Ibs. per week); Allen treatment of 
diabetes; Sippy treatment of ulcer; 
Rest Cure; Gall-bladder drainage; 
High frequency, sinusoidal and gal- 
vanic electric modalities; Actinic ray. 

Laboratory for blood chemistry and 
for chemical and microscopic examina- 
tions in general. 


X-ray diagnosis. 
Homelike resort atmosphere. 
Rates $35 to $50 per week. 


. 


THE WATAUGA SANITARIUM. 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any . 
STAFF: 


Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

Dr. W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Nashville, 
Henderson Division 
of L. & N. Ry. 


Location ideal, elevation 1,000 feet, buildings mo lern. hot and cold water, gas lights, perfect sewer- 
age and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray 
Diagnosis. Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated booklet on application. 

RIDGETOP, TENN. 


DR. W. S. RUDE, Medical Director. 
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VON ORMY COTTAGE SANATORIUM Fo th Treatment, o 


W. R. GASTON, Manager F. C. COOL, Assistant manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 


erate rates. For booklet and other information please address the manager. 


Greensboro, 


Glenwood Park Sanitarium, 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
sunlight, and exercise, with such other remedies as are calculated to assist nature in the work of 


restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has ork it in- 
valuable in cases of nervous prostation, incipient paralysis. insomnia, the opium and whiskey habits, 
and those nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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Sterling-Worth Sanitorium ST. LUKE’S PRIVATE 
and Psychopathic Hospital SANITARIUM 


NEW ORLEANS 


A private Sanitarium specializing 
SEPP “in the scientific treatment of mild 
nervous cases, exhaustion and toxic 
psychoses, constitutional and meta- 
bolic disturbances, functional neuroses 


Individualised Care of where rest and recuperation are de- 


the Narcomanias sired. 
Surgical convalescents and general 
invalidism. 
Most modern and_ extensively 
COCONUT GROVE, (MIAMI) FLA. | equipped Sanitarium in the Southern 
| country. 


DR. B. F. GALLANT, 


G. H. BENTON, M.D., F.A.C.P. Medical Director. 


STAFF 
General Surgery: Obstetrics: Internal Medicine: Ophthalmology, Oto-Laryngology: 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 


With 115 beds, consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment 
for the treatment of medical cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a 


modern standardized hospital for private patients. 
ROSE ZIMMERN VAN VORT, R.N., Superintendent. 


: 
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WESLEY HOSPITAL 
AND 
WESLEY LABORATORY 


CLINIC MEMBERS Fully equipped for 
‘ Cooperative Diagnosis, 
Dr. A. L. Blesh Medicine and Surgery, 
Dr. W. W. Rucks 


Dr. Marvin E. Stout 


and 
Dr. D. D. Paulus Chemical Laboratory. 
Dr. J. C. Macdonald 


Up-to-date X-Ray 
Laboratory 


connvere THE OKLAHOMA CITY CLINIC 


Hospital Phone, Wal. 7700 Clinic Offices, Phone Wal. 7700 
12th and Harvey Patterson Bldg. 


Wallace-Somerville Sanitarium 


SUCCEEDING THE PETTEY & WALLACE SANITARIUM 


MEMPHIS, TENN. 
WALTER R. WALLACE, M.D. WILLIAM G. SOMERVILLE, M.D. 
FOR THE TREATMENT CF 


Drug Addiction, Alcoholism, Mental and Nervous Diseases 


Located in the Eastern suburbs of the city. Sixteen acres of beautiful grounds. 


- 


All equipment for care of patients admitted. 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohlo Rallroad 
and Electric Line from Washington 

This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 


Medical Staff: Dr. R. E. Flack, Dr. Geo. Alexan der, Dr. Edw. W. Schoenheit, Dr. Louis Dienes. 


A modern and _ completely 
equipped institution for the 
treatment of tuberculosis. High- 
class accommodations. Strictly 
scientific methods. For particu- 
lars and rates write to 


WM. A. SCHOENHEIT, 
Business Manager. 
(Please mention this Journal) 


Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 
HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
: walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or ensuite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 
Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined witn properly selected work for each patient, eonstitutes 


an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 


Devoted to the Scientific Treatment of Organic and Functional Nervous 
Diseases. 


A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchard, and vineyard—wholesome food, cooked under super- 


vision of a dietician—a congenial, restful atmosphere in an up-to-date building—air, 
water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
. Asheville, N. C. 


(Pesitively no Insane or Tubercular Persons are Admitted) 


Ghe W llows 
A superior seclusion maternity home and hospital for 
unfortunate young women. Patients accepted any 
time during gestation. Adoption of babies when 


arranged for. Prices reasonable. 
Write for 90-page illustrated booklet. 


. ci 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and orna- 
mental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, 
low-pressure steam heat, electric light, fire protection and an abundance of pure water. The elegance 
and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities for 
giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced nurses 
and house Physician. An improved treatment for Opium-Morphin Addiction. 

S. T. RUCKER, M.D., Director Medical Department. 


Memphis, Tenn. Bell Telephone Connections 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 
(C. & N. W. Railway, Six Miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental dis- 
eases. Approved diagnostic and therapeutics methods. 

An adequate night nursing service maintained. Sound proof rooms 
with forced ventilation. Elegant appointments. Bath rooms en suite, 
steam heating, electric lighting, electric elevator. 

Resident Medical Staff: 
Anna J. Waite, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed te 


Kenilworth Sanitarium Kenilworth, Ill. 


WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 
NERVOUS DISEASES 
Building Absolutely Fireproof 


BYRON M. CAPLES, M. D., Supt. 
Waukesha, - - - - Wisconsin 


= | My 
| 
— — 
: 
{ 
g 
aa 
| 
; 


SOUTHERN MEDICAL JOURNAL July 1923 


=| The Cincinnati Sanitarium 


For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 


H. P. COLLINS, Business Manager 
Box No. 4, College Hill D._A. Johnston, M.D., 


CINCINNATI, OHIO Medical Director 2 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 
nervous’ cases, 
nutritional er- 
rors and con- 
valescents, 


Completely 
equipped for hy- 
drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs, 


F. W. Langdon, 
M.D. 

Robert Ingram, 
M.D. 

Visiting 

Consultants. 


D. A. Johnston, 
M.D., Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincin- 
nati, Ohio. 
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The Buie Clinic and Marlin 


Sanitarium-Bath House 
connecting with 
The Arlington Hotel 
MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity for Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin watersare similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


D. Buie, M.D., Supt. and Internist 

M. Smith, M.D., Supt. and Internist 

T. Bundy, M.D., Asst. Supt. and Gyne- 
cology 

S. Garrett, M.D., Urology and Syphilis 
S. Munger, M.D., Roentgenology and 
Consultations 

. H. Paine, M.D., Pathological Laborato- 
ries 

. M. Wood, M.D., Eye, Ear, Nose and 
Throat and Consultations 

Drs. Foster and Stallworth, Dentistry 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALD E. BAKER, M.D., F.A.C.S. 
Surgeon in Charge 
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DR. S. S. MARCHBANKS 


527-28-29-30-31-82-43 Volunteer 
State Life Bldg., 


Chattanooga, Tenn. 


Announces to the profession 
the installation of a Deep 
Therapy X-Ray Apparatus 
for the treatment of all deep 
seated malignancies. 
Practice limited to X-Ray 
Diagnosis, Deep X-Ray Ther- 
apy and Skin Diseases. 


Florida Sanitarium and Hospital 

Orlando, Florida 
One of the forty like institutions conducted 
by Seventh-day Adventists. Service scien- 
tific and efficient. Equipment modern. Lo- 
cation ideal—overlooking beautiful lake. 
Climate delightful, cool in summer, warm 
in winter. 

Tuberculous and contagious diseases 
barred. Battle Creek methods. Laboratory 
facilities efficient. X-Ray, actinic ray, elec- 
tricity in its various forms, hydrotherapy 
and massage. Rates moderate. For infor- 
mation and booklet write 

DR. L. L. ANDREWS, 
Medical Superintendent. 


Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 
The co-operation of physicians is invited. It is the 
home and family physician for treatment, at the 
policy of this Hospital to return patients to their 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 


S complete staff of skilled specialists in co-opera- 
on. 


For further particulars regarding rates, etc., write 
DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 

“Norway” Hospital for General Diagnosis and 

Nervous Diseases. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With The Majestic 
Hotel and Bath 
House and The 
Bethesda Bath 
House 


One Hundred Twenty-five Beds. 

Sixty-four Quick Filling Tubs. 
A modern institution equipped with all the latest 
laboratory, X-ray, dietetics and physio-therapy meth- 
ods used in the diagnosis and treatment of chronic 
diseases. A graduate doctor in charge of each de- 
partment—thus utilizing group work. Marlin hot 
water is similar to the famous Carlsbad. 


Staff. 

J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 

O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 

WwW. K. Logsdon, M.D., Syphilology, Urology and 
Dermatology. 

Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 

J. B. White, Ph.C., M.D., Roentgenology and Gastro- 
enterology. 

F. A. York, M.D., Medical Gynecology and General 
Medicine. + 

Emma Beck, M.D., Pathology. 

S. P. Rice, M.D., Obstetrics and General Practice. 

L. P. Robertson, D.D.S. 

H. H. Robertson, D.D.S. 

Miss Winifred Spruce, R.N., Supt. and Dietetics. 

Miss Lina Elder, R.N., Asst. 

For further information write for folder to 


TORBETT SANATORIUM, MARLIN, TEXAS. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 


BIRMINGHAM, ALABAMA 


“For the Diagnosis and 
the Dietetic, Medical 
and Educational Treat- 
: | ment of Diseases of the 
Stomach and Intestines 
and of Nutrition.” 


Convalescent Surgical Patients are accepted. Functional nervous patients for whom diet and 
health instruction are necessary are particularly desired. No typhoid, tuberculosis or other 
infectious cases will be accepted. A delightful environment free from the annoyances of a 
general hospital, on Birmingham’s most beautiful boulevard. 


For further information address Dr. Seale Harris’ Dietetic Infirmary, 2234 Highland Avenue, 
or Dr. Seale Harris, 804-808 Empire Building, Birmingham, Alabama. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 
This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases. 


SAINT ALBANS SANATORIU 


RADFORD, VA. 


MEDICAL STAFF: 
J. C. King, M. D. 
John J. Giesen, M. D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and treat- 
ment of medical, neurological, mild mental 
and addiction cases. Ideal location, 2000 
feet above sea level. Rates reasonable. 
Railway facilities excellent. Write for 
full details. 
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Dr. Walter A. Weed 


Announces the installation of a 280,000 Volt Deep Therapy 
X-Ray Transformer with modern accessory equipment as a 
further acquisition to his treatment facilities. 


Calibration of machine after installation and standardization of 
dosage by Albert Bachem, Ph. D., of Frankfort, Germany. 


Radium and X-Ray Laboratory 


Doctors Building 
517 North Twentieth Street, 
BIRMINGHAM, ALABAMA. 


Albuquerque Sanatorium 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained in 
Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. ; 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M.D. 


Pott enger Sanatorium, ps ster For Diseases of the Lungs and Throat 


F. M. Pottenger, A.M., M.D., LL.D., 
Med. Director. 


J. E. Pottenger, A.B., M.D., Asst. Med. 
Director and Chief of Laboratory. 


Situated in a beautiful park on the 
southern slope of the Sierra Madre 
Mountains. Magnificent valley and 
mountain views. Elevation 1000 feet. 
Winters delightful, summers cool and 
pleasant. Rooms and bungalows with 
modern’ conveniences. Thoroughly 
equipped for the scientific treatment 
of tuberculosis. Competent staff. Close 
personal attention. Excellent cuisine. 
Near Los Angeles and Pasadena. 


Los Angeles Office: 1045-6-7 Title In- 
surance Blidg., 5th and Spring Sts. 


Address POTTENGER SANATORIUM, Monrovia, Calif., for particulars. 
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The Southern Radium Clinic, Inc. 


CUSACH BUILDING 
NEW ORLEANS, LOUISIANA 


STAFF 
DR. ROBERT BERNHARD DR. HENRY LL.EIDENHEIMER 
DR. F. TEMPLE BROWN DR. THOMAS B. SELLERS 


DR. PAUL T. TALBOT 
DR. W. A. REED 

A DR. RALPH HOPKINS 

DR. F. R. GOMILLA DR. J. P. O’7KELLEY 
DR. ARTHUR L. WHITMIRE 


ADDRESS COMMUNICATIONS TO DR. D. C. McBRIDE, Radio-Therapist 


THE 
MARTIN 
CLINIC 


Dugan-Stuart Bldg. 
HOT SPRINGS, ARK. Nashville 


DR. E. A. PURDUM Private Maternity Hospital 


Chief of Staff For the care and protection of unfortunate young 
women. Adoption of babies arranged. Ethical super- 


DR. W. G. KLUGH vision. 

DR. W. F. PORTER 1230 Second Avenue South 

DR. P. ip BROWNE NASHVILLE, TENN. 
DR. C. W. JENNINGS 


W. J. FORD 
Roentgenology 


C. W. ABEL 
Clinical Pathology 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 
96 Acre Lawn and Forest, Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped, Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
HARVEY COOK, M.D., Physician-in-Chief 
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The Clinic 


MACON, GEORGIA. 


Dr. W. C. Pumpelly. Dr. D. T. Henderson. 
Dr. G. Y. Massenburg. Dr. Fred A. Sprague. 
Dr. P. G. Gates. 


Dr. Harry Moses. 


Complete diagnostic studies of medi- 
cal and surgical cases. 

Surgical and medical treatment. 
Pathological, Bacteriological and X- 
Ray Laboratories, and Radium. 


We invite the profession to avail them- 
selves of our facilities. 


Address 


THE CLINIC 
MACON, GEORGIA 


ST. ELIZABETH’S HOSPITAL 
RICHMOND, VA. 


CONDUCTED UNDER THE GROUP 
SYSTEM. 


Staff. 


J. Shelton Horsley, M.D., Surgery and 
Gynecology. 

Wm. H. Higgins, M.D., Internal Med- 
icine. 

Austin I. Dodson, M.D., Urology. 

Fred M. Hodges, M-D., Roentgenology. 

Helen Lorraine, Medical Illustrator. 

Rose L. Shelton, Clinical Pathology. 

Nellie H. Van Dyke, B.S., Dietetics. 

Thos. W. Wood, D.D.S., Dental Sur- 
gery. 


Myra E. Stone, R.N., Superintendent. 
Julian P. Todd, Business Manager. 


All graduate nurses. A limited num- 
ber of graduate nurses taken for post- 


graduate instruction. 


RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 


705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, M.D. 

E. D. Newell, M.D. 

J. Marsh Frere, M.D. 
E. R. Campbell, M.D. 
J. J. Armstrong, M. D. 
E. N. Haller, M.D. 


RADIUM AND X-RAY 
LABORATORY 


in Connection With 


DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all con- 
ditions in which Radium is indicated. 


Address all communications to 


DR. ROBT. C. FINLAY, Director, 


Greenville, Miss. 
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University of Virginia 
Department of Medicine 


I. COURSE LEADING TO DEGREE OF DOCTOR OF MEDICINE. Entrance require- 
ments: two years of college work (including college courses in English, chemistry, physics, and 
biology) after the completion of a four year high school course or its equivalent. 


The medical course extends over four sessions of nine months each, the last two devoted to 
instruction in the wards and outpatient department of the University Hospital and in the Blue 
Ridge Sanatorium of the State Board of Health. Women admitted on the same terms as men. 


II. COURSES OF INSTRUCTION IN PUBLIC HEALTH. The Joint Health Department 
of Albemarle County, the city of Charlottesville, and the University affords unique facilities for 
the study of problems of public health, especially those of small cities and of rural districts. 
Two courses are offered at present. 


Course No. 1. TRAINING FOR RURAL HEALTH OFFICERS. A twelve weeks course 
open to graduates of medical schools. 


Course No. 2. TRAINING FOR SANITARY INSPECTORS. A ten weeks course open to 
high school graduates, 21 years or over and to those having equivalent training. 


For catalogues and other information address 


DEPARTMENT OF MEDICINE 
University, Va. 


The Ella Oliver Refuge LAUS DE’O 


Chetan For the Refuge and Reformation of Unfortunate Girls 


protection of unfortunate girls during pregnancy LASCASSAS, TENN. 
and confinement. 


Under the auspices of the Women’s and Young We place at the disposal of the Medical Profession a 


strictly private and up-to-date retreat out in the 
Women = Christian Associations of this city. country for the care and protection of unfortunate 
Adoption of babies arranged for when desired. girls and infants. We want girls who would retrace 
Patients may have house physician or any | missteps, leave the burden of their mistakes, preserve 
other ethical physician. | individual character and family reputation. Girls 
i must come through a physician. We make this re- 

Charges very reasonable. striction in order to have only girls from the best 


Strictest privacy is maintained. class, who are worthy of help. Laus De’o is only two 
For folder and further information, address hours’ ride from Nashville. Dr. J. C. Kelton is at- 
ELLA OLIVER REFUGE, | tending physician and may be reached by letter at 

903 Walker Ave., | Lascassas, or phone Murfreesboro 6105 for informa- 

Phone—Walnut 639. Memphis, Tenn. | tion. Private letters should be addressed to Miss 


Kitty Cook, Lascassas, Tenn. 


WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 


WASHINGTON, D. C. 
Phone North 6687-3457 


C. AUGUSTUS SIMPSON, M.D. CLAUDE C. CAYLOR, M.D. 
DERMATOLOGY FLUOROSCOPY 
RADIUM AND X-RAY RADIOGRAPHY AND 
y THERAPY DEEP X-RAY THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our disposal. Massive X-ray Therapy. 
Fulguration. Kromayer and Alpine lamps in skin lesions. Basal metabolism in thyroid lesions. 
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Courses for Physicians 


i Ruiversity Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Ap- 
} : propriate Certificates or Graduate Medical Degrees in the following separately organ- 
i of ized and conducted Clinical and Medical Science Departments: 

f Internal Medicine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, *Radiology, 


Surgery, Gynecology-Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, 


j Peunsyluania *Biochemistry, *Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Phar- 


macology. 

j ee In every course the registration quota is limited. All of the stated Regular Courses 
begin annually in October except in the cases of departments designated by the 
; The Medico-Chirurgircal asterisks, wherein the courses begin whenever vacancy occurs in the quota. A “year” 

is eight or more months, according to the department concerned. 

Callege Certain Special Courses (special subdepartmental subjects) are also available, as fol- 

lows: Tuberculosis, Clinical and Sociologic; Cardiology; Gastroenterology; Protein 

Sensitization ; Parasitology and Tropical Medicine; Infant Feeding; Intubation; Clin- 


ical Psychiatry; Clinical Dermatology; Neuroanatomy and Neuropathology; Neuro- 
i Graduate School otology ; Operative Surgery and Surgical Anatomy; Orthopedic Diagnosis; Operative 
} ® Orthopedics ; Ophthalmic Operations; Ocular Perimetry; Ocular Musculature; Ocular 
of Medicine Refraction; Laryngoscopy, Bronchoscopy and Esophagoscopy; Otolaryngologic 


(cadaver) Operations. 


Address: Dean, Graduate School of Medici ne, University of Pennsylvania, Philadelphia 


| UNIVERSITY OF LOUISVILLE | | The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 
Antonio. Mild winters, cool breezy summers. 


MEDICAL DEPARTMENT 


4 
| Eighty - fifth Annual Session begins Hospital Building and Hollow Tile Cottages 
i Sept. 19, 1922. Entrance requirements for with mcdern conveniences. Beautiful mountain 
{ ’ - scenery. Prices moderate. Trained nurses. 
the 1922-23 session—two years of College SAM E. THOMPSON, M.D 
work including Physics, Chemistry, Biology Superintendent and Medical Director 
work in an accredited, standard high-school. Associate Medical Director 


KERRVILLE, TEXAS 


The two-year premedical course of in- 
struction is given in the Academic Depart- —— 
ment of the University. A combined B.S., 
f M.D. degree granted after two years of 
i study in College of Arts and Sciences and 


| and English, in addition to the fifteen units H. Y. SWAYZE, M.D. 


HERMAN KNAPP MEMORIAL EYE HOSPITAL 
SCHOOL OF OPHTHALMOLOGY 
A six months course is open to qualified medical 


iy ? four years in Medical Department. practitioners. The first three months are devoted 
to all-day instruction in the following subjects: 
fi Well equipped laboratories under full- 1. Daily Clinics in Dis- 6. External Diseases of 
time teachers; Clinical work in the New pensary the Eye : 
Million-Dollar City Hospital. All-time 2. Refraction 
teachers in Clinical Medicine and Surgery. Pe 
Co-educational. For further information 4. Muscular Anomalies : Neurology 
and catalogue, address the Dean, 5. Ophthalmoscopy 11. Diagnosis 
During the second three months practical Yeo 
tion is given in the Hospital and Clinic. new 
HENRY ENOS TULEY, M.D., course starts October, January, April and July. A 


vacancy occurs on the House Staff July 1, 1924. 


i 101 W. Chestnut Street, 
5 Louisville, Ky. DR. GERALD H. GROUT, Secretary 
500 West 57th St., New York City, N. Y. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including modern languages, 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 

Facilities for Teaching—Abundant laboratory space and equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 

The next regular session will open October 2, 1922. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 

Baltimore, Md. 
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EMORY UNIVERSITY 


SCHOOL OF MEDICINE 
(Atlanta Medical College) 
Sixty-ninth Annual Session Begins September 26, 1923 
ADMISSION: Four years of work in an accredited high school and two years of college 
credits in Physics, Biology, Chemistry, English, and modern foreign language. The pre- 
medical course may be taken in the College of Liberal Arts at Emory University, Georgia, or 

in any acceptable college or university. 

COMBINATION: A student presenting credits for three years of pre-medical work from the 
College of Liberal Arts of Emory University can, upon the completion of his freshman year 
in medicine, obtain the degree of Bachelor of Science, gaining his M.D. degree at the close 
of his senior year in medicine. 

INSTRUCTION: Thorough laboratory training and systematic clinical teaching are special 
features of this institution. The faculty is composed of 112 professors and instructors, four- 
teen of whom are full-time salaried men. 

EQUIPMENT: Five large new modern buildings devoted exclusively to the teaching of 
medicine. Well equipped laboratories, and reference library. 

HOSPITAL FACILITIES: The negro division of the Grady (municipal) Hospital, with a 
capacity of 230 beds, is in charge of the faculty for the entire year. The new Wesley Me- 
morial Hospital on the University Campus, erected at a cost of approximately $1,500,000 
and accommodating 200 ward and teaching patients and 100 private patients, is now in op- 
eration. It is also under the complete control of the faculty. The J. J. Gray out-patient 
department, averaging 4,000 visits per month, affords excellent facilities for clinical instruc- 
tion. 

RATING: This school has a Class A rating, and is a member of the Association of Ameri- 
can Medical Colleges. 

Catalogues and application blanks may be obtained by applying to Wm. S. Elkin, M.D., 
Dean, 98 North Butler Street, Atlanta, Georgia. 


Medical College of Virginia 


THE JEFFERSON MEDICAL 
COLLEGE OF PHILADELPHIA 


NINETY-NINTH ANNUAL SESSION 
BEGINS SEPT. 25, 1923, AND 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 


New college building, completely equipped and 
modern laboratories. Extensive Dispensary service. 
Hospital facilities furnish 400 clinical beds; individ- 
ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 

J. P. McCAULEY, Secretary 


1140 E. Clay Street Richmond, Virginia 


The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE INSTRUCTION 
For Graduates in Medicine 
Will be given as follows: 
1—Hospital and Dispensary instruction, diagnosis 
and treatment of diseases of the skin. 
2—Instruction in syphilis—diagnosis, laboratory 
work and treatment. 
3—Instruction in X-Ray Therapy. 
4—Laboratory instruction in the pathology of 
skin diseases and new growths, includin 
clinical methods for the demonstration 
the commoner parasites. 
5—Hospital and dispensary instruction in the 
surgical treatment of cancer. 


Apply to Superintendent 
801 E. Nineteenth Street, NEW YORK CITY 


ENDS JUNE 1, 1924. 


FOUNDED 1825. A CHARTERED UNIVERSITY 
SINCE 1838. One of the oldest and most success- 
ful medical schools in America. Graduates num- 
ber 14,191, about 6,000 of whom are active in 
medical work in every state, and many foreign 

countries. 


ADMISSION: Not less than two college years leading 
to a degree in science or art, including specified 
science and language courses. Preference is given to 
those who have completed additional work. 


FACILITIES: Well equipped laboratories; separate 
Anatomical Institute; teaching museums; free libra- 
ries; unusual and superior clinical opportunities in 
the Jefferson Hospital, Jefferson Maternity, and De- 
partment of Diseases of the Chest, all owned and 
controlled by the College, together with instruction 
privileges in six other hospitals. 


FACULTY: Eminent medical men of national repu- 
tation and unusual teaching ability. 


ABUNDANT OPPORTUNITIES for graduates to en- 
ter hospital service and other medical fields. 


APPLICATIONS should be made early. 
ROSS V. PATTERSON, M.D., Dean. 
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If You Are Using Tincture of Iodine 


GENERAL ‘ANTISEPTIC 


Try a Two Per Cent Solution of 


MERCUROCHROME---220 SOLUBLE 


in its place and be guided by the results obtained. 


Mercurochrome is being employed extensively as a sterilizing agent 
for infected wounds, as a prophylactic against the infection of wounds, as 
a pre-operative antiseptic and for the preparation of an aseptic skin sur- 
face before hypodermatic injection. Mercurochrome does not burn, irritate, 
or interfere with granulation. It provides a relatively permanent deposit 
of a penetrating and effective germicide in any field. In fact, it is a very 
satisfactory agent for general antiseptic purposes, as a little experience in 
its use will convince you. 


H. W. & D.—SPECIFY—H. W. & D. 


HYNSON, WESTCOTT & DUNNING 
Baltimore, Md. 


Just What a Ligature Should Be 


Strong, Smooth, Supple and Thoroughly Sterile 


Armour’s Surgical Catgut. Boilable, plain and 10, 20, 30 day 
chromic, 60 inch. 

ee plain and 10, 20, 30 day chromic, 60 inch, soft as 
silk. 

Iodized (non-boilable) 60 inch, very flexible. 

Prepared from lambs’ gut selected in our own abattoirs espe- 
cially for surgical purposes, $3.00 per dozen, discount on one 
gross and larger lots. 


Pituitary Liquid 
AL 


1c. c. (surgical), % c. ¢. 
(obstetrical) ampoules. 
Free from preservatives. 


Suprarenalin Solution 
(1:1000) 


1 oz. cup stoppered vials. 
Free from preservatives. 


Booklet on the Endocrines for Medical Men 


ARMOUR 4x0 COMPANY 
CHICAGO eves 


PHARMACEUTICS 
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MEDICINE 


INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 
DIAGNOSTIC METHODS, ETC. 


APLASTIC ANEMIA, WITH REPORT 
OF A CASE—DIFFERENTIAL DIAG- 
NOSIS OF THE ANEMIAS DUE TO 
HEMOLYSIS, AND DUE TO 
HEMOPOIETIC DEGEN- 
ERATION* 


By Bryce W. FONTAINE, M.D., 
Memphis, Tenn. 


The subject of this case report was a man 58 
years of age, married, a Hebrew, and a salesman 
by occupation. 

He had previously been in good health, but 
shortly after a heavy financial loss consulted me 
because of malaise, loss of strength and dysp- 
nea. While he was well-nourished, there was 
present marked pallor and extreme anxiety on 
his part concerning his state of health. 

He was a middle-aged man, well nourished, 
but extremely pale. The sclerae were clear. 
The pupils reacted to light and accommodation. 
Ophthalmoscopic examination showed punctate 
hemorrhages in both retinae. The mucous 
membranes were pale, the tongue was coated, 
and gums and mucous membrane in the mouth 
opposite the molars showed signs of recent hem- 
orrhages. The teeth were in good shape, there 
was no pyorrhea, and the tonsils were not in- 
fected or hypertrophied. The lungs were entirely 
clear and the heart normal to percussion and 
palpation, but upon auscultation a hemic mur- 
mur, systolic in time, could be heard over the 


’ pulmonic area. This was not transmitted and 


was not accompanied with a thrill. The blood 
pressure was: systolic 140, and diastolic 80. The 
skin over the chest and arms showed a few 
small petechiae. The superficial lymph glands 
could not be palpated. Examination of the abdo- 
men revealed no points of tenderness and no 


*Read in Section on Medicine, Southern Medi- 
cal Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 


masses. Neither the spleen nor liver could be 
palpated, nor did percussion show any enlarge- 
ment of the liver. Examination of the legs 
failed to reveal any tenderness over the bones or 
joints. A few petechiae were noted over the 
shins. The reflexes were active and the patient 
did not complain of sensory nervous symptoms 
in the feet or limbs. 


Examination of the twenty-four-hour speci- 
men of urine showed the quantity to be 1200 c. c. 
of pale amber color, acid in reaction, with spe- 
cific gravity of 1016. There was no sugar, no 
urobilin; a trace of albumin was present and 
microscopically a few hyaline and granular casts 
were seen. 

Examination of the gastric contents removed 
one hour after a Mayo test meal showed 75 ec. c., 
fairly well digested, acid in reaction, with a total 
acidity of 60, and free hydrochloric acid 465. 
There was no lactic acid or other organic acids 
and no occult blood was demonstrable. Starch 
digestion was delayed. Microscopically numerous 
starch granules were seen, epithelial cells, muscle 
fibers, and a slight amount of mucus. 

The blood count resulted as follows: erythro- 
cytes, 1,800,000; leucocytes, 3,000; hemoglobin, 
28; color index, .8; polymorphonuclear neutro- 
philes, 17; lymphocytes, 75; large mononuclears, 
4; eosinophiles, 2; transitionals, 2; no nucleated 
erythrocytes; moderate anisocytosis and poikilo- 
cytosis; and no polychromasia. 

In a study of several smears, no blasts of any 
type were seen, and while there was a moderate 
irregularity in the size and shape of the red 
cells, they did not conform to the megalocytic 
type of pernicious anemia. There was no baso- 
philic degeneration. -Although no total platelet 
count was made, all of the smears showed the 
number of platelets greatly below normal. The 
bleeding time was eighteen minutes. 


Studies of the blood by vital-staining methods 
failed to demonstrate the presence of any skeined 
or reticulated red cells. The fragility test of the 
red cells showed a normal resistance to salt solu- 
tion. Two blood cultures were made under sterile 
conditions, but no growth was revealed after 
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seventy-two hours’ incubation. The Wassermann 
test made from the blood serum was negative. 

On account of the extreme weakness of the 
patient, it was not possible to obtain the duo- 
denal contents for study. Because of the inac- 
cessibility to an x-ray machine it was impracti- 
cable to make a radiographic study of the case. 

The feces contained bile; the benzidin test was 
positive; urobilin and urobilinogen were not in- 
creased to any extent; and microscopical exam- 
ination did not show parasites or ova. 

The course of the case was rapidly downward, 
weakness becoming so profound that the patient 
was confined to his bed immediately. Almost 
from the beginning of the illness, the tempera- 
ture became elevated to an average of 101.5° in 
the afternoon. The pulse rate increased corre- 
spondingly. Very early in the course of the dis- 
ease new hemorrhages occurred from the gums 
and mucous membranes of the mouth; additional 
petechiae appeared on the body, arms and legs. 
The patient rapidly lost ground, the anemia be- 
coming more severe. The last blood count showed 
eg erythrocytes and a hemoglobin reading 

Despite heroic efforts at treatment, in the 
shape of iron and arsenic by mouth, hypoder- 
mically and intravenously, and two transfusions 
of citrated blood from proven suitable donors, 
the patient died in a dyspneic attack three weeks 
from the beginning of his illness. No autopsy 
was permitted. 

The clinical description of this case 
corresponds very closely to the descrip- 
tion of aplastic anemia by Ehrlich in 1888, 
and to the later case reports of Musser, 
Hirschfeld, Lavenson, Larrabee, Cabot, 
Schneider and others. The important 
‘points in recognizing the disease are: 

(1) Sudden onset and rapidity of course 
to fatal termination. 

(2) Pallor of skin and sclerae, instead 
of the yellow, waxy appearance common 
in hemolytic anemias. 

(3) Marked leucopenia, with a relative 
increase of the small lymphocytes. 

(4) Reduction in the number of blood 
platelets. 

(5) Hemorrhages from mucous mem- 
branes and into the skin. 

(6) Absence of splenic and liver en- 
largement. 

(7) No blasts, no polychromasia and no 
effort toward blood regeneration. 

(8) Normal resistance of red cells to 
salt solution. 

(9) No skeined or reticulated red cells 
after vital-staining. 

(10) Normal gastric 

(11) No increase of bile pigments in 
duodenal contents, urine or feces. 
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(12) Study of bone-marrow, by means 
of bone puncture, showing marrow hypo- 
plasia. 

(13) X-ray examination of abdominal 
and thoracic viscera negative. 

(14) Prolongation of bleeding time. 

(15) Absence of retractility of the 
blood clot. 

Aplastic anemia is essentially a rare 
disease, but confusion could arise in its 
recognition, and it should be differentiated 
from pernicious anemia, purpura hemor- 
rhagica, malignant endocarditis, the aleu- 
kemic stage of lymphatic leukemia, the 
hemolytic anemias, cancer of the stom- 
ach, and cancer of the cecum. 

Even today there are some who believe 
with Naegeli that aplastic anemia is a va- 
riety, or the terminal stage, of pernicious 
anemia. In aplastic anemia there is never 
the slightest effort toward blood regen- 
eration as manifested by the presence of 
blasts of any type stippling of the red 
cells, polychromasia, and the megalocytic 
type of blood. The smooth red tongue, 
so accurately described by Hunter in per- 
nicious anemia, is in marked contrast to 
the stomatitis and hemorrhag'c areas on 
the tongue and mucous membrane of the 
mouth, usually seen in aplastic anemia. 
While in pernicious anemia the blood 
count may be as low, or even lower than 
is usually observed in aplastic anemia, 
the color index is always high. In per- 
nicious anemia the blood platelets are not 
decreased to any extent; the differential 
count never shows the marked relative in- 
crease of the lymphocytes that occurs in 
aplastic anemia. The bleeding time in 
pernicious anemia is normal, but always 
prolonged in aplastic anemia. The blood 
clot shows an entire absence of retractil- 
ity in aplastic anemia as compared with 
its occurrence to a marked degree in per- 
nicious anemia. Pernicious anemia is 
rarely so acute as aplastic anemia, and it 
shows frequent remissions, and early in 
the course are prominent sensory nervous 
symptoms. In pernicious anemia the on- 
set is more gradual and the duration of 
the disease is longer, sometimes running 
through a course of several years. In 
aplastic anemia, the course is progres- 
sively downward, and no measure is ef- 
fective in bringing about an improve- 
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ment in the physical condition or in the 
appearance of the blood smear. 


In my experience, analysis of the gas- 
tric contents is one of the most important 
measures in the differential diagnosis of 
pernicious anemia. Emphasis was laid 
upon this feature of the disease years ago 
by Stockton, and recently the study of 
Levine and Ladd showed its presence in 
99 per cent of their 104 cases. These 
findings are entirely in accord with my 
experience and I do not consider the diag- 
nosis of pernicious anemia conclusive, un- 
less the gastric analysis after a test meal 
has shown a total absence of free hydro- 
chloric acid. 


The study of the bile pigment in the 
urine, feces and duodenal contents, accord- 
ing to the method of Wilbur and Addis and 
Schneider, will show urobilin, urobilino- 
gen and bilirubin quantitatively increased 
in pernicious anemia, but normal in aplas- 
tic anemia. 


The resemblance of aplastic anemia to 
purpura hemorrhagica is through the oc- 
currence of hemorrhages from the mucous 
membranes and into the skin, prolonged 
bleeding time, marked reduction in the 
number of platelets and an absence of re- 
tractility of the blood clot. Even in fatal 
cases of purpura hemorrhagica, it is rare 
for the anemia to be so severe, as there 
is always an effort on the part of the bone 
marrow to regenerate the red cells, as evi- 
denced by the appearance of poikilocy- 
tosis and blasts in the blood, polychroma- 
sia and stippling and skeining of the red 
cells. The white cells usually show a rela- 
tive polymorphonucleosis. This disease 
is not so hopelessly progressive as aplas- 
tic anemia. It frequently affects the joints 
and the hemorrhages are more profuse. 


It is possible for lymphatic leukemia to 
present an aleukemic stage in which the 
lymphocytes are not increased. The re- 


‘ semblance to aplastic anemia consists en- 


tirely in the bleeding gums and mucous 
membrane of the mouth and the relative 
increase in the lymphocytes. The blood 
of leukemia usually shows some sign of 
Marrow hyperplasia, polychromasia and 
stippling of the red cells. There is nearly 
always enlargement of the superficial and 
deep lymphatic glands and the spleen. 
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On account of the fever and the ac- 
companying severe anemia, it might be 
possible to confuse with aplastic anemia 
malignant endocarditis. A blood culture 
properly made will usually reveal the 
causative organism in the blood stream, 
leaving no doubt as to the diagnosis. The 
blood in malignant endocarditis shows 
some effort at regeneration and usually a 
leucocytosis, and the anemia is at no time 
so severe as aplastic anemia. The heart 
is usually much more disabled than one 
would expect in an uncomplicated anemia. 

The hemolytic anemias are rarely so 
acute as aplastic anemia, and this is an 
important point in the differential diag- 
nosis. The recognition of both acquired 
and congenital types depends upon the 
presence of more or less jaundice, en- 
largement of the spleen, a marked lessen- 
ing of the resistance of the red cells to 
salt solution, the presence of increased 
numbers (over 4 to 5 per cent), of reticu- 
lated and skeined red cells, shown by the 
vital-staining method. 


It is possible for gastric cancer and 
cancer of the cecum to produce an anemia 
so severe as to simulate pernicious anemia 
and aplastic anemia. This disease may oc- 
cur without manifest physical signs of 
cancer, in the shape of pain, tenderness 
or tumor, in the region of the stomach. 
It may be entirely overshadowed by the 
asthenia and anemia. The blood count 
may be as low as in any case of severe 
anemia and the smear may be suggestive 
of pernicious anemia. We should expect 
the gastric contents to show an achylia, 
which, of course, would increase the like- 
ness to pernicious anemia. In those cases 
arising from gastric ulcers, in which the 
gastric contents still show free hydro- 
chloric acid, there might be some resem- 
blance to aplastic anemia. Usually there 
are evidences of marrow activity in the 
blood picture. However, our main reli- 
ance would be an x-ray study of the stom- 
ach outline and the cecum after a barium 
meal and an enema for filling defects such 
as gastric cancer or cancer of the cecum 
would produce. 


SUM MARY 


Aplastic anemia, though rare, does oc- 
cur with sufficient frequency to render. 
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difficult its diagnosis from several com- 
moner diseases of the blood and abdominal 
viscera. No reliance at all can be placed 
upon the study of the blood smear alone, 
for it might resemble any one or several 
of the severe anemias. 


, it is possible to differentiate all of the 
severe anemias: those that are marrow 
regenerating, those that are non-regen- 
erating, and those that are entirely sec- 
ondary, as in the cases of cancer of the 
stomach and cancer of the cecum, by a 
correlation of all the physical signs, analy- 
sis of the gastric contents, quantitative 
estimation of the bile pigments in the duo- 
denal contents, feces and urine, the bleed- 
ing time, the resistance of the red cells to 
various dilutions of salt solution, the pres- 
ence of skeined and reticulated cells, when 
the blood is stained with cresyl blue, the 
total and differential blood count, hemo- 
globin reading, the color index, the plate- 
let count, x-ray study of the stomach and 
cecum for filling defects, study of the 
bone marrow obtained by bone puncture, 
and least important of all, the study of the 
stained blood smear. 

1109 Central Bank Building. 


DISCUSSION 


Dr. C. W. Dowden, Louisville, Ky.—While bone 
marrow function produces a fairly characteristic 
blood picture, it does not always reflect the state 
of the marrow. Depressed or inhibited function 
may occur as a phase in any anemia and for 
the time produce the characteristic symptoms 
and findings of aplastic anemia. True aplastic 
anemia must, however, in addition to the symp- 
toms, show an actual loss or diminution of the 
hematopoietic areas in the bone marrow. It 
would seem, therefore, that accurate diagnosis, 
in many cases at least, must depend upon the 
examination of the marrow. Recent work by 
Falconer and Morris, following the studies of 
Ghedini, show that study of the bone marrow 
during life is quite feasible and comparatively 
simple as a diagnostic procedure. Puncture of 
the tibia, femur or ribs is done, and enough 
marrow aspirated to make a microscopic study. 


This work has brought to light many peculiari- 
ties as to the state of the marrow when com- 
pared with the clinical course and blood findings. 
They have cited instances in which the clinical 
course was typical as was also the blood picture, 
with the marrow showing the characteristic fatty 
changes with no areas of regenerative tissue. 
But in seven weeks after transfusion a normal 
blood picture was exhibited with hemoglobin of 
* 62 per cent, white cells 11,500, neutrophiles 60 
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per cent, lymphocytes 29 per cent, and with poiki- 
locytosis, macrocytosis, and reticulated red cells. 
Later the case relapsed and died of progressive 
anemia with purpura and marrow aplasia. There 
was another case typical as to symptoms and 
blood picture, with repeated hemorrhages unin- 
fluenced by transfusions, and the blood showing 
no signs of regenerative properties, yet the mar- 
row from the rib and the femur was not aplastic 
and showed regenerative areas. They believed 
that death was due to idiopathic purpura hemor- 
rhagica, which was so rapid in its course that 
the marrow had no opportunity to respond. 

That two types of anemia may exist in the 
same individual, presenting the characteristics of 
both, would seem probable from the report of 
Archibald, with onset, course, temperature, hem- 
orrhage, gastric secretion, absence of nervous 
symptoms and remissions, as well as 1800 neu- 
trophiles and 85 per cent lymphocytes showing 
46 normoblasts with anisocytosis, poikilocytosis, 
polychromasia, and a lemon yellow color and sore 
mouth. Post mortem examination showed com- 
plete fatty replacement of the marrow of long 
bones and hyperplasia of the marrow of the 
sternum and ribs, and normoblasts and megalo- 
blasts with mitosis, in abundance. The gastric 
analysis showed normal acidity and the final 
diagnosis was aplastic anemia. It would seem, 
therefore, that while the history, clinical course 
and blood findings will usually establish the di- 
agnosis, not infrequently it is impossible. At a 
given moment blood findings that are identical 
may be present in several of the anemias. In- 
termediate cases between the extremes must be 
present and confusing. 

The secondary type of aplastic anemia which 
presents much the same type of picture is recog- 
nized in poisoning from benzol, bacterial toxins, 
roentgen ray and radium, and probably other 
causes. These, of course, are modified by the 
primary disease and are not to be confused with 
the idiopathic type from which recoveries do not 
occur. 

The so-called myelophthisic anemia in which 
tumors crowd out the normal hematopoietic 
structures, the secondary aplastic anemias, idio- 
pathic purpura hemorrhagica, and the aleukemic 
phase of lymphatic leukemia, at some phase of 
their development probably present findings dis- 
tinctly similar to idiopathic aplastic anemia and 
the etiology must be carefully searched for and 
uncovered. Therefore it would seem that we 
are not in a position either from the bone marrow 
study or from the symptoms and blood picture 
to say what takes place from the beginning to- 
the end so far as the marrow changes are con- 
cerned and what is productive of the symptoms 
that follow. It is quite possible for us to con- 
ceive that if the hypothetical poison is intensive 
enough complete cessation of bone marrow func- 
tion will follow, producing so-called aplastic ane- 
mia. When this poison is less intensive we may 
have varying degrees of bone marrow activity, 
producing various types of anemia. 

Since the differentiation between certain forms 
of idiopathic purpura hemorrhagica, particu- 
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larly, and idiopathic aplastic anemia is difficult 
or impossible, and since considerable diagnostic 
ability is necessary to differentiate the primary 
from the secondary aplastic anemias, some cau- 
tion should be displayed in giving an absolutely 
unfavorable prognosis. We feel that we are not 
at this time quite prepared to say that aplastic 
anemia is an entity, although we have no definite 
proof for such a statement. 


Dr. William Litterer, Nashville, Tenn.—The 
etiology of aplastic anemia is quite obscure. Ex- 
perimentally it can be produced by various chem- 
icals such as the coal tar derivatives, high explo- 
sives, benzol, etc., and also in cases of severe 
sepsis. It is evidently a condition in which the 
blood-forming organs have received a_ severe 
shock on the one hand, while on the other there 
is a poisoning of some sort which causes these 
organs to strike. 


Within the last few months we have seen a 
number of cases of this condition. It would 
seem that these cases come in groups very much 
as a surgeon will see quite a number of cases of 
appendicitis or other conditions coming in groups. 
At the Protestant Hospital, Nashville, my 
brother, Dr. J. H. Litterer, the Pathologist there, 
made autopsies on four cases of aplastic anemia 
within the past four months. All of these cases 
gave the identical picture as outlined by Dr. Fon- 
taine. The bone marrow of flat bones and the 
heads of long bones was yellow and gelatinous 
in consistency. The gastric contents were nearly 
normal, which, I think, is a very good diagnostic 
symptom between aplastic anemia and pernicious 
anemia. I saw a case about six months ago in 
which a physician had given arsphenamin, think- 
ing he was giving neo-arsphenamin. Six-tenths 
of the arsphenamin was given in ten cubic centi- 
meters of distilled water without neutralization 
instead of in three or four hundred cubic centi- 
meters. The injection was given intravenously. 
The shock was great at the time and produced 
unconsciousness for several hours. However, the 
patient finally survived the immediate injection 
and was able to get about the next day. He 
never quite regained his former strength, felt 
badly, and was sallow in color. I saw the case 
two months after the injection of arsphenamin. 
No blood examination had previously been made. 
His last illness came on acutely and prostration 
was the chief symptom at first, followed later by 
hemorrhages in different parts of the body. The 
blood examination showed the red blood cells 
about 1,200,000 and hemoglobin 25 per cent. The 
red cells were practically normal in contour, size 


and shape, but low in color. There were no nor- 


moblasts or megaloblasts. The platelets were 
absent. The leucocytes ran up to 75 per cent of 
the small type lymphocytes and about 10 per 
cent large. There were very few polymorphonu- 
clears, eosinophiles and mast cells. The patient 
had hemorrhages and autopsy showed an aplastic 
‘condition of the bone marrow. The case was 
‘typical of aplastic anemia and probably the in- 
itial condition may have been due to the giving 
of arsphenamin. 
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About two years ago I saw a case of perni- 
cious anemia which was typical in every way, 
characterized by remissions. It had _ typical 
megaloblasts, normoblasts, poikilocytosis, high 
color index, and everything that goes with perni- 
cious anemia. In the last month of his illness 
the blood changed so that there were no blast 
cells left, no reticulated cells present, and the 
red blood cells were practically normal except 
that they were somewhat out of shape. In other 
words, the case presented a typical picture of 
aplastic anemia. Hemorrhages occurred and 
autopsy showed aplasia of the red bone marrow. 


Dr. Randolph Lyons, New Orleans, La.—I have 
seen many cases of pernicious anemia, a few 
cases of purpura hemorrhagica, and anemias of 
other types secondary to septic poisoning, but I 
have never seen one that I was able to say defi- 
nitely was an aplastic anemia of the idiopathic 
type. 

In the literature there has been considerable 
discussion as to whether aplastic anemia was a 
distinct entity. At one time it was considered 
to be related to pernicious anemia. More recently 
I think the tendency is to consider it in relation 
to purpura hemorrhagica, for these two condi- 
tions have many points in common, hemorrhages, 
the bleeding time, lack of platelets and the fact 
that the coagulation time is not affected. 


Dr. Tom A. Williams, Washington, D. C.— 
Very little mention has been made of an ex- 
tremely important factor in the differential diag- 
nosis of pernicious anemia. I have no experi- 
ence with aplastic anemias, but I can say that 
in no case I have seen of pernicious anemia has 
there been an absence of very distinct neurologic 
signs. Furthermore, in a considerable number 
of patients there have been neurologic signs pres- 
ent for some time where the blood picture has 
been reported as completely negative; no poikilo- 
cytosis, no megaloblasts, and not even an indica- 
tion of crenation: of red deposits. That has oc- 
curred repeatedly in patients in whom a diag- 
nosis of pernicious anemia has been made by 
myself on the neurologic signs alone. In all 
these cases the patient has gone on to present 
later a complete picture of pernicious anemia, 
followed by ultimate death. Frequently, in cases 
which are observed by internists, there is an in- 
adequate neurologic study of the patient because 
the neurologic signs need not necessarily stare 
one in the face. There need not be any change 
in the deep knee reflexes. In all cases that I 
have seen there has been a loss of sense of atti- 
tude in the toes and the subjective sign of ting- 
ling extremities has been reported by the patient 
as having occurred several months or years be- 
fore they came for consultation. The sign of lost 
or diminished sense of attitude in the toes cannot 
be elicited without the proper technic, and not 
by a mere moving up and down the toes, and ask- 
ing the patient. When the test is made in a 
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careless manner, it is not to be wondered at 
that the sign may be overlooked. A normal per- 
son can always tell approximately the exact posi- 
tion of any of his toes or fingers, and if he can- 
not do so, there is something wrong, and usually 
that something wrong is a_ neurologic lesion. 
We know there are lesions in the spinal cord in 
these cases, and I suppose that in most, if not 
all cases, we can infer that the neurologic signs 
are a part of the disease and not merely a by- 
phenomenon. They are just as much a sign of 
pernicious anemia as the blood picture and are 
both due to the same cause. 


Dr. Sydney R. Miller, Baltimore, Md.—Aplastic 
anemia is not infrequent in patients undergoing 
intensive arsphenamin therapy. Dr. Keidel has 
recently reported a series of six or eight such 
cases, and I have seen two. This, of course, 
suggests the importance of periodic blood studies 
on cases receiving this form of specific treat- 
ment. Second, there are cases of apparent aplas- 
tic anemia which recover. The analogy is simi- 
lar to cases of acute infectious mononucleosis, 
closely simulating acute leukemia, but going on 
to recovery, Though true aplastic anemia seems 
almost always rapidly and progressively fatal, 
there yet remains a feeble ray of hope encourag- 
ing one to battle on relentlessly. Finally, it 
must ever be remembered that radium is capable 
of inducing bone marrow aplasia. Physicians 
or technicians using this, as well as _ patients 
subjected to radium emanations, must be pro- 
tected from this danger by careful and frequent 
blood studies. 


Dr. Fontaine (closing).—The case to which Dr. 
Dowden referred was clearly pernicious anemia 
because of the fact that the patient showed signs 
of blood regeneration and showed no definite 
evidence of jaundice. It might have been one 
of pernicious anemia which was approaching the 
terminal stage of aplastic anemia. Cases have 
been reported which have developed every ap- 
pearance of aplastic anemia, but were cases of 
true pernicious anemia in the beginning. If 
there is any relation between the two conditions, 
this was a case of that sort. 


I was much interested in what Dr. Miller said 
about arsphenamin. I have not seen a case of 
that sort. We should be careful about the inju- 
dicious use of this drug. 


Aplastic anemia has been produced in some 
x-ray workers by improper protection of them- 
selves, and there is a report of a prominent 
English radiologist who developed anemia first 
corresponding to the type of pernicious anemia, 
and finally wound up with an anemia that corre- 
sponded in every detail to aplastic anemia and 
died from that disease. 


In our locality the disease is rare. I have 
never had a case before. Cases have occurred 
in our Municipal Hospital. My eolleague (Dr. 
McElroy) had a case autopsied before this case 
was reported in which there was typical marrow 
hypoplasia and every other symptom corres- 
ponded closely to this case. 
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PARAMYOCLONUS MULTIPLEX 
EPILEPTICUS* 


By NEWDIGATE M. OWENSBY, M.D., 
Atlanta, Ga. 


The history of paramyoclonus multiplex 
epilepticus began in 1881 with a descrip- 
tion of a case by Freidreich. During the 
ten years that followed several cases 
which more or less resembled his were put 
on record, and in 1891 Unverricht added 
a family form associated with epilepsy. 


Though Freidreich’s disease adheres 
more closely to the term paramyoclonus 
multiplex epilepticus, it falls short of be- 
ing the actual disease covered by this title, 
as it is not associated with epilepsy. 
Therefore, whenever epilepsy is present 
the term myoclonus-epilepsy or Unver- 
richt’s disease would be of value in the 
differentiation of the two diseases and 
should be employed. 


Despite the fact that Unverricht was the 
first to call the attention of the medical 
profession to the association of epilepsy 
with paramyoclonus, it is interesting to 
note that a very good description of the 
symptoms is to be found in a novel, pub- 
lished in Paris before 1873, “In Peril of 
His Life,” by Emile Gaboriau. Other 
cases which have a strong resemblance to 
myoclonus-epilepsy were described by 
Prichard (1832), Herpin (1852), Dela- 
siauve (1858), and Hammond (1867). 


Since the publication of Unverricht’s 
description of myoclonus-epilepsy, prob- 
ably not more than 120 cases have been 
reported, the majority of which have ap- 
peared in German, French and _ Italian 
literature. Because of this fact I shall 
summarize the history of a case closely 
resembling this condition which has re- 
cently come under the observation of the 
Neurological Department of Grady Hos- 
pital. The history was obtained from the 
patient and because of a certain amount 
of mental deterioration being present, 
many of the essential points could not be 
obtained. 


*Read in Section on Neurology and Psychiatry, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 
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Of his family history he knew very little other 
than the fact that his father died at the age of 
thirty-five from typhoid fever; that his mother 
was living and in poor health because of some 
kidney trouble; that he had eight brothers and 
sisters living, who are healthy; and that three 
brothers and sisters died during infancy of un- 
known causes. 

As to his past life he stated that he was the 
third born and thinks that he was a healthy 
child until his eighteenth month. At that time 
he had an attack of cerebro-spinal meningitis 
and for a period of twelve months he was in a 
semi-conscious state and completely paralyzed. 
At the expiration of twelve months he became 
conscious and within the next year gradually 
regained the use of the muscles of the upper 
extremity. He was unable to walk alone until 
his eighth year and then only with the aid of a 
cane and ankle supports. When he was six- 
teen years of age he contracted typhoid fever 
and a very slow recovery ensued. The two 
years following this illness he was affected with 
dizzy spells which closely resembled petit mal. 
In the summer of 1921 some financial and do- 
mestic difficulties arose which gave him much 
concern. These continued and he grew more and 
more nervous until the day before Christmas of 
that year, when he noted myoclonic muscular 
convulsions in various parts of his body. Slight 
giddy spells returned and late in the evening 
he had a general convulsive seizure which had 
all the indications of being a grand mal attack. 
After the passing of this convulsive seizure he 
became comatose for a period of ten hours, 
which was in turn followed by a period of ex- 
citement of several days’ duration. 

The myoclonic muscular convulsions con- 
tinued since that time. They occurred at irreg- 
ular intervals and varied from a few minutes 
to an hour in duration. No particular muscle 
or group of muscles were free from the seizures, 
except those of the lower extremities, and they 
had never been affected. There was no return 
of the epileptiform convulsion. 

Physical examination showed a marked atro- 
phy of all the muscles of the thighs and legs. 
The knee jerks were markedly exaggerated. In 
all other respects the physical examination was 
negative. The neuropsychiatrical examination 
revealed a slowly progressive mental enfeeble- 
ment. 

Luminal and sodium bromid were administered 
and controlled the myoclonic muscular convul- 
sions for as long as two weeks at a time. 


It is the opinion of the various writers 
that in the development of this so-called 
association disease, epilepsy occurs first 
in one half of the cases by periods rang- 
ing from a few weeks to several years. 
In one-third, myoclonus appears first, and 
in the remainder the diseases have a 
simultaneous onset. The epileptic attacks 
are usually nocturnal at first; later they 
may become diurnal. As a rule the epi- 


lepsy continues throughout life, but in a 
few instances it exists only at the begin- 
ning of the disease. The seizures are 
never preceded by a_ sensory aura, but 
premonitory signs of increased myoclonic 
contractions are in evidence in the great 
majority of cases, although seizures may 
not always occur at their climax. The 
muscles most frequently involved in the 
epileptic seizures are those most com- 
monly engaged in the myoclonic contrac- 
tions. The sufferer is less commonly free 
from myoclonus than from epilepsy. In 
Many cases consciousness is only disor- 
dered or partially lost. Melancholic-mania 
is fairly frequent in myoclonus-epilepsy, 
especially after a series of bad days. 

In myoclonus-epileptics the clonic con- 
tractions of myoclonus end imperceptibly 
in the tonic stage of the epileptic parox- 
ysm. The contractions are often strong 
and affect large masses of muscles; conse- 
quently locomotive effect is common. The 
trunk is very frequently affected, causing 
the patient to jerk the body with sudden- 
ness and violence. The face and fingers 
and toes are often involved. As a rule both 
sides of the body are affected alike. Usu- 
ally the myoclonus begins in the muscles 
of one or both upper extremities, and in 
less than three months involves, in the or- 
der named, the lower extremities, chest, 
abdomen, neck and face. Some days the 
contractions are milder, some days are 
more severe, than others. These consti- 
tute the good and bad days. As the dis- 
ease progresses the myoclonus becomes 
more persistent during the waking hours, 
and the patient may finally die of ex- 
haustion. However, long intervals of 
quiet may be obtained by the use of seda- 
tives. 

Usually the people afflicted with myo- 
clonus-epilepsy are not well developed 
physically and mentally. They are of 
dwarfed stature and their bones and mus- 
cles are not developed. Because of the 
difficulty in swallowing there is usually a 
general lack of nutrition. They are ane- 
mic and easily contract other diseases. 
Their mental state varies from slight 


mental feebleness to complete imbecility . 


or idiocy. As for the prognosis of these 
cases, they may linger for a long time, 
but there are no actual cures on record. 
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So far only theories have been ad- 
vanced as to the pathology of this dis- 
ease. Various authors have advanced 
their hypotheses, but nothing absolutely 
definite can be asserted. Unverricht be- 
lieves that the disease is due to excitation 
of the motor ganglia of the cord, a hypo- 
thesis essentially identical with that held 
by Friedreich in his original thesis on 
myoclonus. To account for the associa- 
tion disease, Unverricht assumed an ad- 
ditional implication of the cortical motor 
ganglia to explain the epileptic phenom- 
ena. Later theories have successively 
ascribed the myoclonic lesion to the 
medulla, cerebellum, corpus striatum, op- 
tic thalamus and to morbid conditions in 
the cerebral cortex. 


Koshewnikow regarded his cases as due 
to circumscribed encephalitis with ter- 
mination in sclerosis, meningeal adhe- 
sions, etc. Bottiger believes in its cere- 
bral origin because of the epileptic feature 
and the presence of isolated muscular 
contractions, as in paresis and various 
forms of meningitis, known to involve the 
cortex. Krewer agrees with Minkowski 
and Grawitz in placing the lesion in the 
cortex, the process beginning as a corti- 
cal irritation and extending by continuity 
to ganglionic cells which preside over in- 
dividual muscles. If the disease were of 
spinal origin, there should be trophic 
changes in the muscles. Murri once found 
lesions of the Rolandic region in a case 
of essential myoclonus and believes that 
the lesion of myoclonus-epilepsy is also 
cortical. Raymond, Rabot, Garnier and 
_ Santenoise, Dide, Verga and Gonzales, 

and Clark and Prout all have expressed 
similar opinions as to its cortical origin. 


In conclusion it may be said that the 
lesion of myoclonus-epilepsy appears to be 
in the cerebral cortex involving the nu- 
cleus and intranuclear network of cells of 
both sensory and motor types. Its patho- 
genesis appears to be an intoxication of 
these cortical cells, probably brought 


about by a faulty chemotaxis of these 
same cells because of an inherent organic 
anomaly. While each condition maintains 
its separate morbid entity, the two are 
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closely allied and indeed are often found 
as indissolubly associated clinically and 
pathologically as are the motor and sen- 
sory functions of the cells they involve, 
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DISCUSSION 


Dr. Beverley R. Tucker, Richmond, Va—I 
agree with Dr. Owensby in the conclusion that 
the convulsions are due to some kind of irrita- 
bility of the cerebral cortex. But we see para- 
myoclonus multiplex epilepticus in conditions 
that are congenital and we see paramyoclonus 
in other conditions in which there is no epi- 
lepsy. That brings me to the conclusion that 
possibly the convulsions are incidental and that 
in those cases in which there is cortical injury, 
convulsions occur; but the convulsions them- 
selves are sometimes of the paramyoclonus type 
rather than that paramyoclonus multiplex plus 
epilepticus is a true entity. 


We see the paramyoclonus symptom in brain 
tumors. I can recall one or two cases that were 
very marked. We also see it functionally, and I 
recall one case with a very marked myoclonus in 
a young woman who was assaulted near Rich- 
mond and who escaped from the man who as- 
saulted her, and got hold of a pistol and at- 
tempted to kill herself. Fortunately the woman 
escaped a skull injury, but was brought home in 
a bad nervous condition, was put to bed, and 
myoclonus started up. She was relieved with a 
few weeks’ rest and suggestion. 


Possibly some of you gentlemen may remem- 
ber Dr. Buffalo, of Jacksonville, who had an in- 
teresting case of myoclonus of the right leg, 
which followed a slight attack of fright while 
he was recovering from an attack of infantile 
paralysis. He had infantile paralysis when 
young, which at first involved all extremities. 
Everything cleared up except the right leg. He 
had atrophy in this right leg with absence of 
the reflexes, and all of his life after that he had 
myoclonus. Sometimes it was very slight. It 
would hardly show itself for months and months, 
and then would become so severe that it would 
interfere with his work. Rest always helped it. 


The point I want to make is whether we should 
include in the syndrome the epileptic part, or 
whether that may not be simply a symptom at 
times of paramyoclonus multiplex. 
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d TROPICAL SPRUE AND ITS RELA- 
d TIONSHIP TO DISTURBANCES 

- OF PANCREATIC 
DIGESTION* + 


By DANIEL N. SILVERMAN, M.D., 


and 
WILLY DENIS, PH.D., 
New Orleans, La. 


The more frequent occurrence of spo- 
radic cases of tropical sprue and the 
alertness on the part of the profession, 
especially of the South, to recognize this 
condition is evidenced by the recent com- 
munications of Wood, Brown, Simon and 
others. Certain of these authors have re- 
ported individual cases, giving descrip- 
tions of the various clinical manifesta- 
tions. Others have laid special stress on 
the most important findings in the patho- 
logical changes wrought by this disease. 
; Wood, for instance, has spoken clearly on 
the blood findings and states that in the 
recognition of tropical sprue a close study 
of the blood picture is of greatest interest. 
The close resemblance of the changes in 

this disease to those found in cases of 

: pernicious anemia often necessitates a 

| closer study for differential diagnosis. It 

is maintained by some that a possible rela- 

tionship exists between the two conditions 

in question. At the present writing this 
remains unproven. 

Aside from the blood picture, sprue is 
characterized by a group of symptoms re- 
sulting from a chronic catarrhal inflam- 
mation of the entire gastrointestinal tract. 
A sore tongue and sore mouth are among 
the initial and most persistent lesions. 

_There are disturbances of liver func- 

tion and improper pancreatic digestion. 

The latter condition clearly manifests it- 

self by the invariable finding of volumin- 

ous, light-colored or white stools contain- 
- Ing an abundance of undigested fat. Not- 
withstanding this fact, little attention 
has been given to the actual pathology of 


*From the Department of Medicine and the 
Laboratory of Physiological Chemistry, Tulane 
- University of Louisiana. 
+Read before Southern Gastro-Enterological 
Association, meeting conjointly with the South- 
ern Medical Association, Sixteenth Annual Meet- 
ing, Chattanooga, Tenn., Nov. 13-16, 1922. 
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the pancreas in sprue. Therefore, there 
remain numerous and uncertain opinions 
regarding the structural alterations of 
this gland. In speaking generally on the 
pathology of sprue, Simon does not believe 
that the pancreas is involved in typical 
cases. Michel states that the gland may 
be small, pale and diminished in size, but 
finds that its structure histologically is 
normal with the slight exception that in 
parts of the organ some of the acini are 
congested. He believes that the secretory 
function of the pancreas becomes dis- 
turbed in 60 per cent of the cases as a 
result of invasion of the pancreatic duct. 
Ashford expresses the probability that 
pancreatitis does exist in a certain num- 
ber of cases of sprue, but that the real 
condition is atrophy and altered function 
of the gland. Some few years ago, Castel- 
lani and Chambers held that the pan- 
creas may be normal, inflamed or cir- 
rhotic. 

The first attempt at investigating the 
external function of the gland, in an ef- 
fort to determine its possible deviation 
from the normal, was made by Brown in 
1916. He examined the stools for the 
pancreatic ferments and reported an ab- 
sence of all three, trypsin, lipase, and 
diastase. The same author, in a more 
recent report, analyzed the quantitative 
pancreatic ferments by careful study of 
the stools in five atypical cases of sprue. 
In three of his cases, the duodenal con- 
tents were also tested after removal with 
the Einhorn bucket. Whereas no conclu- 
sive results are given for the duodenal 
contents, the quantitative findings of the 
ferments in the stools were the result of 
repeated and uniform tests. Determina- 
tions were made once in one case, twice 
in three cases, and five times in one case. 
Brown’s cases were of long duration, 
the shortest period being one year, in one 
case. This author does not draw any 
general conclusions, but feels that in cer- 
tain of the chronic cases of sprue there 
is practically complete absence of the 
pancreatic ferments. Incidentally, it 
may here be mentioned that he therefore 
advocates the regular and constant ad- 
ministration of pancreatin in addition to 
the other forms of treatment, reporting 
some apparent clinical cures in this way. 
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As to the immediate cause of these al- 
terations in activity of the enzymes, it 
must now be recognized that this be- 
comes a somewhat speculative factor in 
each individual case. While these dis- 
turbances may be due to a true pancre- 
atitis or some degeneration of the glandu- 
lar tissue, as has been described under 
the pathology of the disease by some, our 
observations in a large series of other 
types of cases have led us to believe that 
partial or complete inactivity of the en- 
zymes in the duodenal contents can very 
well be associated with functional inhi- 
bition of the pancreas. 


In this communication we desire to 
relate the findings of the enzymatic ac- 
tivity of the duodenal contents in a typ- 
ical case of sprue before and during clin- 
ical improvement. Contents are always 
obtained under the condition of fluo- 
roscopic visualization of the . duodenal 
tube in the second portion of the duo- 
denum and are analyzed by the method 
of McClure, Wetmore and Reynolds. 
Stockton thinks that this method places 
the testing of the enzymes on a stand- 
ardized _ basis. Franklin White has 
stated that this method will give us con- 
stant quantitative results in ferment esti- 
mation which is not true of other meth- 
ods. These statements are in accord 
with our belief after employing the Mc- 
Clure technic in a series of eighty ex- 
aminations. 

On the other hand, we would discour- 
age attempts at testing the stools for the 
ferments, since this means of analysis is 
only approximate, cumbersome and _ in- 
accurate in the light of our present 
knowledge. Along this line, Strauss re- 
cently compared the values obtained by 
examination of the feces and of the duo- 
denal fluids. In fifty-nine comparative 
tests for trypsin only five gave uniform 
results for stools and for duodenal fluids 
in one-hour tests. In the 24-hour test 
the results coincided approximately in 
46 feces and duodenal juices. In 13 they 
differed. The duodenal values were more 
constant. Thirty-two of the 59 gave ap- 
proximately uniform results for diastase. 
In ten cases higher ferment content 
values were obtained for the feces than 
for the duodenal fluid. The tests for lipase 


were constant for the duodenal contents. 
Lipase was not demonstrable in the feces. 
This writer very justly concludes that the 
examination of the feces gives unreliable 
results and may lead to errors in the diag- 
noses of pancreatic disease. The duodenal 
fluid gives conclusive results for trypsin 
and lipase. For diastase, the results are 
indefinite, but duodenal contents are at 
least more reliable in this respect than 
examination of the feces. ! 

Isaac-Krieger maintains that examina- 
tion of the duodenal fluid for ferments 
offers fewer opportunities for error than 
does examination of the feces, and that it 
is to be preferred to the latter method. 
This author contends, however, that the 
examination of the feces for diastase is 
of value as an accessory procedure. 


CASE REPORT 


A white male, age 44, in the employ of the 
United States Veterans’ Bureau as an auditor, 
was first seen on March 238, 1922. He com- 
plained of an annoying diarrhea, an_ irritated 
mouth and a gradual decline in his health. 
These symptoms had endured to a greater or less 
degree for the preceding three years. At the on- 
set he was compelled to leave the Philippines, 
where he had been in the Government service for 
seven years. Along with him, and because of 
a diarrhal condition, a friend also returned from 
the Islands to the United States. This individual 
soon died with a diagnosis of tropical sprue in 
the Johns Hopkins Hospital. 

Our patient had gradually and steadily lost 
fifty pounds in weight. For short periods, vary- 
ing from a few weeks to two months, the sore 
mouth would become much less irritating and the 
diarrhea would abate. During the time of his ill- 
ness his mouth was always too sensitive to stand 
smoke which he had formerly accustomed himself 
to by smoking forty to fifty cigarettes daily. His 
bowels would move four or five times in the 
morning after breakfast. He noticed that the 
stools were very copious, light of color, and con- 
tained much gas. There were no abdominal 
pains and the stools were always free from blood 
and pus. 

Previous to the onset of this illness, he had 
enjoyed very good health. Twenty years before, 
he contracted a venereal sore, but did not notice 
any other symptoms. Without further invest- 
gation, a diagnosis of syphilis was made and 
treatment was instituted accordingly. There 
were no other serious illnesses that he could re- 
call. Among some of his previous examinations 
were three blood Wassermann tests which were 
negative. 

His family history was negative with the ex- 
ception that his only child died from an unknown 
cause one month after birth. His wife had had 
no miscarriages. 
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Physical examination showed a well developed 
but poorly nourished man weighing 126 pounds. 
General inspection immediately revealed a much 
distended and protruding abdomen. The _ skin 
was stretched in this region. 

The external appearance of the head and scalp 
was normal. His pupils reacted to light and ac- 
commodation. There were many superficial ul- 
cers of the buccal mucous membrane and along 
the margin of the tongue which was pale, smooth 
and clean on the dorsal surface. The teeth and 
throat were in good condition. The skin was 
moist and not discolored. There were no palpa- 
ble lymph glands. 

The thyroid was apparently not enlarged. 

Heart and lungs were negative. 

Percussion of the abdomen proved the disten- 
tion to be due to gas. There was no sensitive- 
ness on palpation. 

The liver was not enlarged upward and its free 
edge was not palpable. 

The external genitals showed no evidence of a 
previous lesion. There was no undue sensitive- 
ness on pressure along the sternum, tibia and 
other long bones. 

Knee reflexes were present. 

Rhomberg, Babinski and ankle clonus were not 
present. 

Urinalyses were negative. 

The stool was very voluminous, measuring % 
pint, practically colorless, only tinged with yel- 
low, and semi-solid, containing quantities of gas. 
Upon standing, the portion of the stool exposed 
to the air assumed a dark gray color and after 
twenty-four hours there was a distinct layer of 
this dark material. Microscopically, there were 
numerous free fat globules and fatty acid crys- 
tals in each field. Repeated examinations con- 
firmed the findings in the first specimen. 

Proctoscopic examination revealed a dry rec- 
tal mucosa with a single small area of denuda- 
tion, bleeding slightly. 

The blood picture showed a mild degree of sec- 
ondary anemia with a hemoglobin of 70 per cent. 

The blood Wassermann reaction was negative. 

Gastric analysis showed a normal quantity of 
acidity with a H-ion concentration of 1.8. The 
gastric mucus was in great excess and the quan- 
pod resembled that found in old cases of gas- 
ritis. 

The fasting duodenal contents had a H-ion 
concentration of 7.2. The microscopic examina- 
tion was negative. 

The enzymatic activities were as follows: 

(1) Lipolytie activity 0.5 c. c. (Expressed in 
c. c. N/10 NAOH.) 


_ (2) Amylolytie activity 0.6 mg. (Expressed 
In mg. of glucose.) 
_ (3) Proteolytic activity 0.9 mg. (Expressed 


In mg. non-protein nitrogen.) 

This patient was immediately placed on a meat 
and milk diet, which consisted of one-fourth 
pound of lean steak and two quarts of whole 
milk. Medication with pancreatin, as suggested 
by Brown, was given in 10-grain doses with cal- 
clum lactate one hour before meals three times 
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daily. There was an immediate improvement in 
the mouth lesions which subsided entirely in five 
days and he was able to resume smoking. The 
stools became formed, solid and contained no 
gas, numbering one or two per day. Their 
color remained the same. Microscopically, all 
specimens failed to show any free fat or fatty 
acid crystals. A loss of six pounds in the first 
week and an increase in the daily diet to two 
and three-fourths quarts of milk with one-half 
pound of lean meat was followed by a greater 
loss in weight of one and one-half pounds in the 
following week. At this stage of the treatment 
he weighed 118% pounds. He could not have 
the benefit of absolute rest in bed on account of 
his clerical duties. At the beginning of the third 
week, Lister flour muffins was added to a daily 
diet of three quarts of milk and one pound of 
meat. His weight steadily increased until there 
was a gain of seventeen pounds within two 
months. For the first time, his stool was then 
cultured for the monilium psilosis, which could 
not be recognized. 

On May 30, 1922, the duodenal contents were 
reexamined for the respective ferments under the 
same control conditions as previously and were 
found to correspond with the average normal 
case in our series. The quantitative enzymes 
were: 

Lipolytie activity, 2.7 ¢. ¢. 

Proteolytic activity, 1.38 mg. 

Amylolytic activity, 1.6 mg. 

The amount of lipase found in this analysis 
represents approximately five times its strength 
in the first examination, whereas the amylase 
and protease have each doubled their respective 
activities. 


SUMMARY 


The results of our observations in this 
case do not warrant any general conclu- 
sions. We have shown that the enzymes 
of duodenal contents in a case of sprue 
were present to a considerable extent dur- 
ing the clinical course of the disease, and 
that these enzymes greatly increased in 
strength, even up to normal amounts, 
during clinical improvement of the case. 
These facts would lead us to believe that 
in tropical sprue the pancreas does not al- 
ways undergo extensive or permanent 
damage and that this gland may assume 
its normal digestive function. 
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DISCUSSION 


Dr. John L. Jelks, Memphis, Tenn.—Sprue has 
not been studied in this Country as it would have 
been if it were as prevalent as in foreign coun- 
tries. 

In connection with this subject I wish to refer 
to Aldo Castellani (British Medical Journal, May 
5, 1921), who advises large doses of soda bicar- 
bonate. As tropical sprue is often complicated 
with ameba infection, 6,to 12 injections of emetin 
are given, and large doses of soda given three 
times a day. Papain, taka-diastase and pancre- 
atin are given. These do very little good in the 
early stages, but later pancreatin especially is em- 
phasized as of value by Brown. When diarrhea 
is very severe, 5 to 10 grains of salol and bile 
salt are given. I should like to know why emetin 
is indicated. 

Mr. Edward J. Wood says that the literature 
overemphasizes the tongue symptoms, which in a 
large proportion of cases under his observations 
are quite secondary to intestinal and _ blood 
symptoms. 

Mayo Robson, in 1907, reported finding chronic 
inflammatory changes in the pancreas and some 
were complicated by pancreatitis. Autopsy shows 
atrophy of the pancreas. 

The post mortem observations of Sidney Simon 
as to the pathology found in the intestinal tract 
are quite interesting and are identical with those 
I have found in the intestines of pellagrins, so 
that I have wondered if he may not have made 
an error in diagnosis. 

Dr. Sidney K. Simon, New Orleans, La.—The 
role that the pancreas plays in the etiology of 
sprue has long been a subject of controversy. 
My own observations have led me to agree with 
Drs. Silverman and Denis that the pancreas is 
not a direct causative factor in the disease. Fat 
stools are found under many and varied condi- 
tions. In sprue, the increased fat content of the 
feces is most probably connected with an insuf- 
ficiency of fat absorption rather than a pan- 
creatic achylia. The tests for the pancreatic 
ferments in Dr. Silverman’s case were conducted 
with scientific accuracy and each of the enzymes 
were found to be present in normal amounts in 
spite of the persistent fat diarrhea. I am in- 
clined to believe that some of the cases reported 
in the recent literature have not always been in- 
stances of true tropical sprue. 

To my mind, sprue is a _ metabolic disease, 
somewhat parallel to, but independent of, pella- 
gra. As in the latter disease, there may be a 


combination of the metabolic factor with some 
as yet undetermined specific organism. Up to 
the present time, Ashford and Michels’ observa- 
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tions on the etiologic importance of the monilia 
psilosis in sprue have not been confirmed. 

Dr. J. E. Knighton, Shreveport, La.—I should 
‘like to ask Dr. Silverman whether most of the 
cases that have come under his observation have 
developed in this Country. Very often the cases 
seen in this Country are imported. The question 
arises, are we likely to find cases developing in 
our Country as a result of those that are im- 
ported? 


Dr. A. W. Calloway, Asheville, N. C.—Ash- 
worth and Michel have done excellent experi- 
mental work in Porto Rico, having described the 
changes found in this condition. Their studies 
have been kept up in accordance with scientific 
methods and their conclusions are that a yeast 
fungus is the origin of the disease. They have 
proven apparently to their own satisfaction that 
the administration of specific vaccines will pre- 
vent the disease, but these specific vaccines have 
not appealed to other authorities. Because of 
the fact that practically all pathologic states are 
prone to produce fatty fermentation of the stools, 
the inference has been that tropical sprue is but 
another example of pathology of the pancreas. 

The post mortem findings, however, in typical 
cases of sprue have not indicated such an origin. 
I agree with Dr. Silverman that the quantitative 
analysis of pancreatic enzymes in the stool is on 
a very firm foundation, but the pancreatic secre- 
tion through the development of the tube method 
is on a much firmer and surer foundation than 
the other method of examination of the stool. 

Sprue may be due to some metabolic disturb- 
ance. The mouth symptoms, leaning toward an 
acid condition of the saliva in sprue, follow 
closely upon the theory of Dr. Smith expressed 
this morning. 

A recent announcement by Castellani that he 
had obtained therapeutic results in cases of 
sprue from large doses of bicarbonate of soda 
is worthy of notice. 

As to therapy, as I remember now, I have 
seen five or six cases of sprue that have been 
materially improved by high protein diets in 
which the fats and carbohydrates have been ex- 
cluded. No treatment is successful without a 
high protein diet, and you may eventually add 
small amounts of carbohydrates to the diet. But 
the fundamental plan of dietetic therapy mus: 
exclude all carbohydrates and fats. 

I am more and more convinced, as I contem- 
plate the etiology of sprue, of the close connec- 
tion of such a disease with other well-known 
metabolic conditions, such as pellagra. 

Dr. J. F. Yarbrough, Columbia, Ala.—I think 
Dr. Simon hit the keynote when he said that 
sprue was a metabolic condition. It is a dis- 
turbance of metabolism and we have the same 
abdominal symptoms, the same mouth, the same 
throat, the same gastrointestinal disturbance, 
the same mental derangement that we have in 
pellagra. 

Under a strict protein diet and alkalinity, 
these cases of sprue recover. | 
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As Dr. Smith suggested this morning, sprue, 
pellagra, and many other allied conditions are 
simply the result of carbohydrate intoxication. 

Dr. Silverman (closing).—Pellagra is one of 
the diseases sometimes confused with sprue. 
Wood, with a very broad experience, sees no re- 
semblance between the two conditions. The stool 
in sprue is very voluminous because of the great 
excess of calcium salts, practically white, and it 
contains much undigested fat. Such evidences of 
pancreatic disturbance are not encountered in 
pellagra. The diarrhea accompanying the latter 
is very often bloody and mucoid as a result of 
extensive ulceration. 

I have not had a case which developed in this 
Country. However, Wood reports such cases 
from the Carolinas. Other cases have been re- 
ported as developing in Massachusetts. Like our 
own, Brown’s cases were all foreign—3 from 
Porto Rico and 2 from the Philippines. 

Starches are not tolerated by these patients. 
They soon learn to avoid them because of the 
distress encountered. We were able by the ad- 
ministration of milk and meat to get in 140 
grams of fat and considerable protein every 
twenty-four hours. 


TREATMENT OF LEPROSY* 


By R. M. WILSON, M.D., 
Southern Presbyterian Mission Hospital, 
Kwangju, Korea. 


While this paper is primarily for con- 
sideration of the treatment of leprosy, I 
shall mention the various ideas of its cause. 

The lepra bacillus was discovered in 
1872 by Hansen, and in many ways has 
very much the appearance of the tuber- 
culosis bacillus, being also acid-fast. The 
lepra bacillus is resistant to any culture 
medium so far tried. While some claim 
that the bacillus can be found in 95 per 
cent of scrapings from the mucous mem- 
brane of the nose in lepers, we have been 
able to find it in hardly 75 per cent. The 
swollen glands and ulcers are teeming 
with the bacilli and they can usually be 
found along the sheath of the ulna and 

_ Perineal nerves. 


SPREAD 


Just how the disease is carried is still 
a problem to be worked out. Most of the 
best authorities are opposed to the idea 
_that it is transmitted by the mosquito or 


*Read in Section on Dermatology, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 18-16, 1922. 
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other insects. However, when fed upon 
leprous secretions rich in the parasites, 
the bacilli have been found in the stom- 
achs of these insects. It has been my idea 
for some years that the disease is prob- 
ably transmitted by the itch mite, as the 
lepers usually are from the poorer classes, 
and unclean in habits. Most of them 
have scabies and here we have a portal 
of entry where the bacillus can be sealed 
up in the skin and make its growth at 
some later period when the proper con- 
ditions are ripe or the resistance low. The 
incubation period seems to vary from 
three months to about twelve years. 

There is a native belief that leprosy is 
a curse from Heaven and that the only 
cure for this dreaded malady is to par- 
take of human flesh. The testes are 
considered to possess the essential extract ; 
and occasionally a baby’s life is taken and 
this part eaten in the effort to find a rem- 
edy. Two men were arrested in our city 
for such a crime, and the police tell me 
that this occasionally happens. 


TREATMENT 


In 1908, I first used chaulmoogra oil 
by mouth and found that more than half 
the cases became so nauseated that it was 
difficult to continue the treatment. Many 
of them continued it, however, and held 
the disease in check in that way. In 
1913, we began the injection of the oil 
subcutaneously and have continued to the 
present with very encouraging results. 
The oil as found in the markets is boiled 
and gum camphor added to make 1 per 
cent of camphor. This is injected into the 
buttocks weekly, starting with 3 c. c. and 
working gradually up to 7 or 8c. c., accord- 
ing to the endurance of the individual. The 
treatments are given on Saturday, all rest 
over until Monday morning, and there is 
very little complaint of pain or interfer- 
ence with work. Occasionally we get an 
abscess, which is due to improper technic. 
Our lepers have been trained to give treat- 
ment themselves and this might happen 
occasionally in their hands. We feel that 
we get recovery in about 8 or 10 per 
cent of the cases coming in early stages 
of the disease, and the disease arrested 
and held in check in probably 60 per 
cent. As many of the cases have tuberculo- 
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sis, lues and other complications, one could 
hardly expect improvement in all cases. 

Our cases are divided into three classes: 
(1) those taking the oil and camphor; 
(2) those taking the ethyl esters as made 
by the Rockefeller Foundation; and (3) 
the ethyl esters made by Dr. Shega, of the 
Japanese Government in Seoul. 

New cases show marked improvement 
with either of these methods, but our best 
results have been gotten from the chaul- 


Fig. 1.—This shows the process of amputation in 
leprosy. In about three months longer this foot 
would have been amputated. No pain and 
very little hemorrhage, though there is usually 
discharge, and this is very likely the way the in- 
fection is spread. Nearly every leper has some 
open ulcer on his foot. 

moogra oil and camphor. In the chaul- 
moogra oil we have not only the ethyl 
esters, but other properties of the oil, and 
we feel that our best results are obtained 
from the oil itself. For about two years 
we used sodium gynocardate as made by 
Rogers, in Calcutta, but with no appreci- 
ably results. 

General hygienic care, baths, tonic and 
proper diets are very essential in the 
treatment. Many lepers come to us very 
weak and run down and in miserable 
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physical condition, and after a few months’ 
care and treatment they regain their 
strength and are able to carry on heavy 
manual labor. We require that every 


leper who is physically able must take 
some part in the work and care of the 
institution, even if it is no more than dig- 
ging in the garden. 

We have been able to train our lepers 
for various industrial lines of work such 
as carpentry, masonry, brick and tile mak- 


Fig. 2.—A very bright little girl in the leper home, 
an extensive tubercular type. The disease has 
gained so before entering that she can probably 
never be restored to health. So often a mother is 
ashamed to let it be known that her child is 
a leper and they are kept in hiding until it 
is too late to help them very much. 


ing, weaving, farming and other indus- 
trial lines; and these activities are im- 
portant in the treatment for giving the 
proper exercise, limbering up the stiff- 
ened or contracted joints and muscles, 
stimulating better appetite, and helping 
to make them forget and cease brooding 
We consider these 
activities a very important part in the 
treatment. 

After having been on the injection 
treatment for months some of our cases 
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find that they can take the oil by mouth 
and continue in good health. At Carville, 
La., they seem to feel that their best re- 
sults are obtained by large doses of the 
oil by mouth, some taking enormous doses 
such as 60 minims, three times a day. 
Last March (1922) we parolled ten 
cases as probable cures. They were 
examined and all evidence of the disease 
was absent. They will be examined on 
our return to the field in September for 
any recurrence of the disease. Of the 
180 cases parolled from Hawaii as cures, 


Fig. 3.—Our home-made leper doctors giving the in- 
jection of the chaulmoogra oil. They care for the 
sick, do the dressings and all minor medical work, 
some minor operations like amputations, etc. They 
are quite skillful with the microscope and can diag- 
nose the more common diseases. 


only 8 per cent showed a return of the 
disease after one year’s time, so this offers 


‘very great hope of cure. 


P. Hopper says: “The favorable results 
of treatment at Malokai have been due 
to the general hygienic treatment and to 
the intramuscular injection of chaulmoo- 
gra oil, mostly by the Mercedes method.” 
He has used also with good results the in- 
travenous injection of chaulmoogra oil 
500, sulphuric ether 500, and iodin gr. 1. 


WILSON: TREATMENT OF LEPROSY 509 


There is no doubt that we have in chaul- 
moogra oil a specific for leprosy, and that 
with patient, prolonged and persistent 
treatment, encouraging results will be 
shown. The best results will be shown in 
the young and in the early stages of the 
disease. The general and hygienic meas- 
ures should be insisted upon, especially a 
regular and systematic form of exercise 
or labor. 


DISCUSSION 


Dr. Victor G. Heiser, International Health 
Board, New York, N. Y.—Most of us here in the 
United States, who live among comforts and 
luxuries such as are not enjoyed in any other 
country, do not realize that throughout the hab- 
itable zone of the world we have representatives 
who are doing fine work amid trying conditions. 
It has been the custom to decry the efforts of 
medical missionaries, but I have seen a great 
deal of the work done by missionary doctors and 
I want to take advantage of this opportunity to 
pay them tribute. They may not be specialists, 
but their talents are many. For example, I 
found Dr. Wilson doing surgery, doing good work 
in leprosy, establishing leper colonies, building 
hospitals, building roads, and doing it all splen- 
didly. 

While I was Director of Health for the Phili 
pine Islands I had unusual opportunities to study 
leprosy, and since then I have visited many lepro- 
sariums in various parts of the world. Person- 
ally, I do not regard a leper as cured until he 
has been free from the disease, clinically and 
microscopically, for a continuous period of at 


least two years. I have seen a number of 
cases that remained negative for ten or 
twelve years. The treatment introduced 


by Dean, Hollman and McDonald, in Honolulu, 
is doing great good, and within a year or two we 
ought to have some very definite figures as to its 
value. The experience in Honolulu shows that 
apparently 20 per cent of lepers can be cured 
with the ethyl esters provided the disease is not 
of more than five or six years’ duration and the 
cases are not beyond young adult life; 50 per 
cent undergo a cosmetic recovery or are greatly 
improved clinically, but the leprosy organism 
does not disappear, in 20 per cent the disease is 
almost completely arrested, but the cases show 
no signs of improvement, and the remaining 10 
per cent are apparently not affected. 

Dr. Wilson, as I remember it, was using chaul- 
moogra oil with camphor, and was getting results 
comparable with the ethyl esters. 


Dr. J. B. Shelmire, Dallas, Tex.—Am I to un- 
derstand that chaulmoogra oil was used in lep- 
rosy a hundred and fifty years before Christ? I 
find that many physicians are under the impres- 
sion that chaulmoogra oil is a recent discovery. 
While I was an interne of the Charity Hospital, 
in New Orleans, in 1881, the remedy was used in 
all cases of leprosy. 


123 
hs’ 
elr 
ry 
ke 
che 
lg- 
ich 
ik- 
i 
3 
q 
% 
a 
| | 
3 


510 SOUTHERN 


Dr. J. L. Kirby-Smith, Jacksonville, Fla— 
Some five years ago I saw a very beautiful case 
of macular leprosy. Quite a few cases originate 
in Florida, especially in the lower part of the 
peninsular, and some five years ago, as I stated, 
I saw this case of maculo anesthetic leprosy. The 
patient was a young man seventeen years of age. 
The father was in fairly good circumstances, and 
I suggested to this young man that he move 
North. He went to Indianapolis. He was a fine 
boy, and intelligent, and I insisted that he get 
a job and do some heavy work. I put him on 
strychnin and tonics. I saw him three years 
later and he then had no sign of leprosy on his 
body. Two years after that (this year) he de- 
veloped some sickness and developed nodular le- 
sions about the face that any one could recog- 
nize. He is now a patient in the National Lepra 
Sanatorium in Louisiana. Of course, we all 
know that general medical treatment will help 
some. In the last year and a half I have had 
in my office three cases of nodular leprosy which 
developed in Florida. I believe we could promise 
almost a cure if we could get these cases early 
and use chaulmoogra oil and x-ray with good 
general medical attention. The patient first cited 
was a case of positive leprosy, and the change 
of climate from Key West to the North, and gen- 
eral medical treatment along with heavy mechan- 
ical work, arrested the disease. 


Dr. Earl D. Crutchfield, Galveston, Tex.—We 
see some leprosy in Galveston. In a recent sur- 
vey we found twenty-six cases that had devel- 
oped on Galveston Island. Those cases had de- 
veloped from nine different foci. All of the cases 
could be traced to nine different areas in the 
city where, at one time or another, some of these 
cases had lived. 

In 1913, Dr. Singleton started treating these 
cases with chaulmoogra oil. They were given a 
‘mixture of chaulmoogra oil and some volatile oil 
with camphor, and were given as large doses as 
20 c. c. Considerable pain is caused by the in- 
jection, and as they got better they would drop 
it. In 1918, they were rounded up again and we 
began the use of sodium gynocardate. We have 
treated approximately twenty-six of these cases, 
taking it in the nodular type and the macular 
and anesthetic types. Taking all types into con- 
sideration, we have found this to be a fairly 
satisfactory method of treatment. In the be- 
ginning of the treatment nasal smears are made 
in all cases. At the end of two years, in over 
half of the cases, we are unable to get any posi- 
tive smears. In over half of the patients with 
the nodular type we were not able to find any 
lepra bacilli, particularly in young individuals, 
with macular leprosy. We feel that in two years’ 
treatment we have probably gotten a cure, but 
just in the last few months one of those cases 
that we thought was a cure appeared at the 
clinic with what seemed to be an erythema nodo- 
sum. However, because the patient had been a 
leper a biopsy was done, and we found the nodules 
to be leprous. 

We have given from 1 to 5 c. c. of the sodium 
gynocardate intravenously, and for the last six 
months we have been giving the ethyl esters of 
chaulmoogra oil. We have found that the cases, 
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particularly the fulminating type, have been 
made worse at first by the use of the ethyl esters. 
The patients complain of extreme dyspnea after 
injection and they are put in bed sometimes for 
several days. Of the private patients we have 
some who have been receiving the injections for 
over a year, and the nasal smears in three of 
these patients are now negative. With the early 
paresthesia we have been able to relieve the pains 
in the legs and arms. In two negro boys who 
had macular leprosy the sensation has returned. 
We are able in many cases to get nice clinical 
results, but a great many cases come back later. 


Dr. William Allen Pusey, Chicago, Ill.—It 
seems to me that the work that has been done 
in leprosy in the last few years is portentous. 
Leprosy until lately was regarded as absolutely 
beyond us, but now the men working in leprous 
districts have found that something can be done 
for the disease. The work in the Orient and the 
Sandwich Islands has shown that there is a 
chance of arresting the disease in many cases 
and getting a symptomatic cure in many more. 
This is a portentous fact, and I believe that the 
recent work in leprosy will prove to be one of 
the great achievements of medicine of the early 
part of the Twentieth Century. The various 
methods of treatment that are being used are 
subsidiary. The big fact is that some leprosy is 
being cured. All of this work has been done by 
Government officers or by missionaries, and I 
have the greatest admiration for the men that 
have been doing it. The results are not the prod- 
uct of us who are easily situated and have every 
facility at hand. It has been done by men at 
work in the field. I had occasion recently to 
review a book on leprosy written by a British 
officer of this sort. He took up leprosy in a 
way that showed you that his information was 
based upon first-hand experience; how to arrange 
leper settlements; how to house the lepers; how 
to clothe them; how to give them employment; 
how even to prepare the remedies from the crude 
material. These men in the field are doing the 
work all of the way through, are doing it well, 
and they have my unbounded admiration. This 
Section, I think, should pride itself upon having 
upon its program a paper by one of these field 
workers who brings us direct information of 
what is being done. 

Dr. William H. Mook, St. Louis, Mo.—Lepresy 
is essentially a disease somewhat analogous to 
syphilis. It affects all the organs and all parts 
of the body. I think the eventual treatment will 
be some serum or antibody similar to vaccination 
that will cure or prevent it. 

The unfortunate thing in the United States is 
that once the diagnosis is made the patient be- 
comes an outcast. They are not subject to that 
sort of thing in foreign countries. I was talk- 
ing to Dr. Crutchfield about the leprosy situation 
down in Galveston, and he says that practically 
all the lepers are among the foreign inhabitants. 
In New York City there are probably seventy-five 
or one hundred lepers, and none of them is na- 
tive-born. They are foreigners, imported cases. 

Our Government, sooner or later, will have to 
establish a leprosarium somewhere, where all of 
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our American cases can be isolated. They are 
doing that work now and are sending the cases to 
Louisiana. The work of the missionaries is bring- 
ing to us more every day the necessity for that, 
because it is one disease that has been isolated 
and its spread limited by isolation. In the course 
of time all the cases will have to be isolated. 

Dr. Victor G. Heiser, International Health 
Board, New York, N. Y.—In connection with the 
treatment of leprosy, it is very curious that the 
ethyl esters of chaulmoogra oil apparently pro- 
duce widely varying results in different parts of 
the world. For instance, the ethyl esters of the 
same lot as those used in Hawaii did not produce 
good results at the Government Leprosarium at 
Carville, La., and at the leper hospital at San 
Francisco, Calif. On the other hand, the results 
in Hawaii and the Philippines were satisfactory. 
Several cases treated recently in London with the 
ethyl esters did not respond satisfactorily to the 
treatment. I know of no explanation to account 
for these differences. 

The encouraging thing about the whole prob- 
lem of leprosy is that there is actual scientific 
research going on in different parts of the world 
with regard to it. Up to ten or fifteen years ago 
very little work of a really scientific nature was 
being done. Just what can be accomplished by 
modern medical science is well illustrated in the 
developments of the treatment for leprosy. It is 
one of the achievements of the early years of 
the Twentieth Century that we have made some 
progress in treating this disease, which has af- 
flicted mankind since the beginning of time. 

Dr. Wilson (closing).—I would like to show 
you this picture of a syphilitic whose face, one 
eye, nose, etc., were destroyed. This shows what 
a syphilitic will come to if untreated. We took 
him into the leper hospital, as he could not live 
long, and the lepers said: “That is not our dis- 
ease, but some bad condition. That fellow is 
really sick.” 

I have seen cases of syphilis showing far 
greater destruction and making far worse ap- 
pearance than that of any leper who has ever 
come to us. 

I believe that syphilis is a far greater menace 
and problem to this Country than leprosy. There 
is a great possibility of eradicating leprosy from 
some of these lands and the world if undertaken 
gp ga but no such hopes for syphilis, it seems 
me. 

As to the use of ethyl ester, I have seen no 
change at all after six months’ treatment with 
ethyl ester on old cases previously treated by the 
oil injections, but a new case will respond readily 


‘and you will see improvement after a few 


months’ treatment with either. I believe that the 
treatment with the oil is better, because in it 
you have the ethyl ester and probably other im- 
portant ingredients. 

I have my cases divided into three sets at 
present, one-third on chaulmoogra oil with 1 per 
eent camphor, one-third with ethyl ester as man- 
ufactured by the Rockefeller people in Peking, 
and one-third on ethyl ester as manufactured by 
the Japanese Government in Seoul by Dr. Shiga. 

Some very encouraging reports have been re- 
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ceived from the use of chaulmoogra oil. One 
case that I sent out three years ago and forgot 
to mention has been well for three years. 
He came back this spring and we_ took 
his picture, and he showed no evidence of the 
disease at all. That is one case I have noted 
that shows no return of the disease after three 
years’ time. He became a school teacher, mar- 
ried, and is now in perfect health. 


A CASE OF CONVULSIONS FOL- 
LOWED BY AMNESIA* 


By PuHIuip F. BARBouR, M.D., 
Louisville, Ky. 


As old age approaches, memory grad- 
ually grows. less trustworthy and reliable. 
Psychologists tell us that memory is a 
complex phenomenon, and that the loss of 
memory passes through four stages. 
These are quite definite and are as fol- 
lows: (1) loss of memory for recent 
events; (2) for ideas; (3) for emotions; 
and lastly (4), for actions. 

The old man recurs most often to ex- 
periences of early life and forgets recent 
events. His ideas are meager and lim- 
ited. The natural affections grow colder 
and they become more self-centered. Ac- 
tion gradually disappears. Ribot, in his 
“Diseases of Memory,” states that the 
same sequence may occur as a result of dis- 
eases or accident. He records many inter- 
esting cases illustrating various kinds of 
forgetfulness. One was that of a German 
who came to this country and acquired a 
good use of English, and as a result of a 
blow on the head, forgot English entirely, 
his most recent mental acquisition, but 
remembered German perfectly. The sim- 
ple is remembered more easily than the 
complex because less differentiated and 
more often repeated in experience. Mus- 
cular activity is the lowest mental proc- 
ess, and therefore most persistent. in 
memory. Ribot points out that memory 
returns in exactly the opposite order to its 
loss. 

A little girl aged sixteen months was seen in 
July. She had had a long and severe convulsion 


four days previously and slighter convulsions off 
and on afterward. She had had a rather more 


*Read in Section on Pediatrics, Southern Med- 
ical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 
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severe convulsion shortly before I saw her. A 
large enema brought foul feces, the temperature 
dropped to normal and there had been no more 
convulsions. 

The first examination revealed no paralyses, 
all reflexes were normal, and she showed active 
resistance to all the handling necessary for ex- 
amination. There were no aural or other symp- 
toms to indicate any localized cerebral lesion 
then or afterward. Six weeks later she came to 
my office with the additional history that she 
had gradually learned again to walk and feed 
herself, such actions being largely under control 
of the sub-conscious brain. For some time she 
did not differentiate between her parents and 
strangers. Her expression was rather blank and 
she did not speak any word. After that time her 
mother wrote that she knew the members of 
the family, was bright and playful, and was 
learning words again in the order that children 
usually pick up words. F 

Words show a very high degree of 
mental development and assoc:ation and 
will naturally be acquired more slowly. 

This child, as a result of a severe con- 
vulsion, lost her memory for words, her 
recognition and affection for her parents, 
and her physical coordination. They re- 
turned to her in the reverse, order as 
would be expected. 

What the nature of the damage was and 
its location cannot be determined. Ex- 
actly similar symptoms with reference to 
the memory may result from disease or 
injury. The prognosis in this case is 
ood. We so often see permanent pa- 
ralyses or mental impairment follow such 
traumatism of the brain as occurs in con- 
vulsions, that this case with slightly dif- 
ferent mental symptoms is reported, that 
we may have a wholesome respect for a 
symptom that is sometimes minimized. 


DISCUSSION 


Dr. Owen H. Wilson, Nashville, Tenn.—I am 
glad to hear Dr. Barbour emphasize the after- 
effects of convulsions. This convulsion probably 
was of toxic origin. We are too apt to say after 
the convulsion is over that there will be no after- 
results, but we do not know. There may be 
some damage to the brain. We cannot locate the 
center of memory even approximately. We may 
find after convulsions some lesion, usually corti- 
cal, which may result in more or less permanent 
disorder. Convulsions, toxic in origin or from 
any cause, may produce brain pathology and the 
beginning of epilepsy. I hope Dr. Barbour’s case 
will be permanently well, but I would not be too 
sure. 

Dr. John Zahorsky, St. Louis, Mo.—We have 
many factors producing convulsions in children, 
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for instance, toxic convulsions which are not fol- 
lowed by bad effects. I am not saying that con- 
vulsions cannot produce hemorrhage in the brain, 
and we know that hemorrhage in the brain pro- 
duces convulsions. But it is the brain lesion that 
causes the convulsion and not the convulsion the 
brain lesion. The fact that there was a slight 
spasticity of the calf muscles in this case would 
show that there was a lesion in the brain which 
caused the convulsions. 


Dr. A. G. Jacobs, Memphis, Tenn.—We are 
familiar with the effect of toxins on the baby’s 
cerebrum. We know they can show any symp- 
toms from a mild delirium to convulsions and 
complete unconsciousness. I am inclined to think 
that most of these are purely toxic, that there is 
no real pathologic lesion; only an irritation of 
the cortex by the absorbed toxin or from other 
toxins. We may have a prolonged irritation of 
the cortex from toxins without any pathologic 
lesion, lasting for days. Convulsions do not pro- 
duce these lesions, but the same thing in my 
opinion which produces convulsions is responsible 
for many other manifestations on the part of the 
cerebrum. 

Dr. Barbour (closing).—It is very difficult to 
determine whether a convulsion will result in an 
injury to the brain. There are many cases in 
which the convulsion has come, probably in con- 
nection with a toxic condition in the intestine and 
where the damage has occurred in the brain at 
the same time. This can result from severe tox- 
emia causing either hemorrhage or some other 
lesion in the brain which may be permanent. 
We have all seen children who had convulsions 
with no evident lesion in the brain or other bad 
after-effect. This child had peculiar mental 
symptoms; no paralysis, but simply transitory 
disturbances of memory. I suggest that we might 
watch for effects of convulsions other than the 
more obvious one of paralysis. 


A CASE OF CONGENITAL SYPHILIS 
WITH ASCITES*+ 


By RALPH C. SPENCE, M.D., 


a 
L. C. TITTLE, M.D., 
Dallas, Tex. 


Randall C., a white male, age 15 years, came 
under our observation January 5, 1922, com- 
plaining of enlargement of the abdomen, marked 
emaciation, and loss of motion in his joints. 

Family History.—The mother and father were 
both living and well. There was one sister, age 
17 years, living and well. The mother had one 
miscarriage at six months, her first pregnancy. 


‘The next pregnancy was full term, but the child 


*From the Medical and Surgical Clinic. 

+Read in Section on Pediatrics, Southern Med- 
ical Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 
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died in infancy. The father admitted having had 
a chancre when a young man, and seven years 
previously he had had a_ nervous breakdown, 
which cleared up under anti-luetic treatment. 

Patient’s History.—The delivery of the patient 
was normal and the cord healed promptly. He 
was a normal baby until two months old. At 
that time he started to vomit frequently. He 
continued to have frequent gastrointestinal up- 
sets and was pale and under weight until he 
was two years old. His teeth came late and he 
did not walk until after he was two years old. 
At 5 years of age he developed “iritis.” At 6 
years his adenoids were removed. Soon after 
this operation he developed the measles and his 
left eye became infected. This was opened and 
drained three times and was diagnosed as chronic 
dacro-cystitis. Three years previous to our ob- 
servation a tumor appeared on his sternum. 
This ruptured spontaneously, healed once or 
twice later, and then ruptured again. Two years 
previously he developed an ulcer on his forehead 
and there was one in his mouth when he first came 
under our observation. 

Three months previous to our observations he 
vomited blood several times. A few days after 
this his abdomen began to increase in size. About 
the same time his joints became sore and painful, 
but not red. There was no elevation of temper- 
ature. His appetite was poor and his bowels reg- 
ular. He had been bed-ridden for three months, 
during which time his abdomen had slowly in- 
creased in size, and the emaciation of his ex- 
tremities had become more marked. He had been 
treated by many physicians for many. things, 
especially lues and rickets. 

Physical Examination.—As will be noted in 
the slides, the patient was poorly developed and 
poorly nourished. His abdomen was _ greatly 
enlarged and his extremities were markedly 
emaciated. 

The movements of his eyes were normal. The 
lacrimal duct on the right side was stopped up 
and tears escaped over his face as a result. There 
was some cloudiness of the cornea on this side. 
Both pupils reacted to light and distance. The 
hair was dry and course. There was some sebor- 
thea of the scalp with a moth-eaten appearance 
in places. The skin was pale and dry. There 
was a scar 1 cm. in diameter just to the left of 
the midline of the forehead, the border of which 
was attached to the bone. There was an ulcera- 
tion 2 cm. in diameter over the sternum and 
right sterno-clavicular joint. This ulcer had a 
pink border and the underlying bone was_in- 
volved. The tongue protruded to the right. The 
papillae were prominent and the breath was 
foul. There was marked pulsation of the vessels 
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in the neck. The heart was apparently enlarged 
and pushed upward. There was a loud blowing 
systolic murmur over the whole precordium 
which was loudest at the base. 

Both elbow joints were ankylosed with the fore- 
arm at right angles to the upper arm. The mo- 
tion was limited to from 40 to 60 degrees. There 
was some tenderness of the right wrist with 
limitation of motion. All the finger joints were 
swollen. Both knee joints were enlarged and 
the knee caps were floating. Motion in these 
joints was painful, but not limited. The muscles 
of the extremities showed marked atrophy. The 
reflexes, both superficial and deep, were normal. 

The blood Wassermann was strongly positive. 
The hemoglobin was 38 per cent. The red blood 
cells were 2,430,000. There were 6800 leucocytes 
with a differential of 67 per cent polymorphonu- 
clears, 19 per cent small lymphocytes, 11 per 
cent large lymphocytes, and 3 per cent transi- 
tionals. The urine showed a trace of albumin 
with an occasional hyaline cast. ‘ 

Treatment.—The abdomen was tapped on 
eight different occasions during the first three 
weeks after the patient came under our observa- 
tion. From 400 to 500 c. c. of a thick, turbid, 
straw-colored fluid, slightly alkaline, with a spe- 
cific gravity of 1012, were obtained at each tap- 
ping. 

Because the abdominal fluid bordered between 
an exudate and a transudate a pneumoperitoneum 
was done with this report: “There are no adhe- 
sions of the intestines to the abdominal wall. 
The liver is slightly enlarged and lobulated, giv- 
ing a very irregular contour to the lower bor- 
der. There is still some fluid remaining in the 
abdomen. The spleen is not markedly enlarged. 
The kidney shadows are overshadowed by fluid.” 

The patient was given the maximum doses of 
potassium iodid and protiodid of mercury by 
mouth. Neoarsphenamin was given intravenously. 
After three weeks’ time the fluid no longer accu- 
mulated in the abdomen. Since then there has 
been marked improvement in every way. At 
present the patient is going to school and his 
activity is that of a normal boy of his age. 


DISCUSSION 


Dr. Charles Boynton, Atlanta, Ga.—Ascites in 
connection with syphilis is a very rare condition. 
I do not recall ever having seen a case where 
the patient had the two conditions. In this pa- 
tient the edema was over the entire body and 
the abdomen could not escape. In two minutes, 
of course, one cannot attempt a discussion of eon- 
genital syphilis. 
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TROPICAL DISEASES AND PUBLIC HEALTH 


VIRULENT DIPHTHERIA BACILLI 
ISOLATED FROM CHICKENS 
SUFFERING FROM 
ROUP*+ 


By WILLIAM LITTERER, A.M., PH.C., M.D., 
Professor of Bacteriology, Vanderbilt © 
School of Medicine, 

Nashville, Tenn. 


In the literature there is no reference 
pertaining to the demonstration of viru- 
lent diphtheria bacilli in fowls. Such a 
finding opens up a new field as a means of 
dissemination of the Klebs-Loeffler bacil- 
lus. Various animals such as the cat, dog, 
and even the horse, have been suggested 
from time to time as carriers of the infec- 
tion. 

Considerable reference is made in the 
literature to cases of diphtheria occurring 
especially in cats. Thirty years ago Klein’ 
described lesions in cats which he consid- 
ered typical of natural infections with the 
Klebs-Loeffler bacillus. Low,? in 1888, 
reported the occurrence of four cases of 
diphtheria in one house which he thought 
had been carried by a pet cat from an- 

. other case in the same neighborhood. Cul- 
tures from this cat contained morpho- 
logically typical Klebs-Loeffler bacilli. 
Karlinski, in 1908, published observations 
ef an outbreak of diphtheria which re- 
sulted in the death of seventeen out of 
twenty-four Angora cats. He stated that 
typical pseudo-membranous lesions were 
found from which he isolated virulent 
diphtheria bacilli. He also reported a 
number of cases of diphtheria in children 
who were infected after contact with sick 
cats. Probably the most convincing arti- 
cle concerning the cat as a carrier is by 
Major Simmons.’ He isolated diphtheria 
bacilli, virulent for guinea pigs, from two 
‘cats which were pets of a person who con- 
tracted a fatal diphtherial pharyngitis. 


Stray animals of the same species caught 


*From the Department of Bacteriology of Van- 
derbilt School of Medicine. 

+Read in Section on Public Health, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 


in the environment gave negative cul- 
tures. These bacteriologically controlled 
observations, including the suspected hu- 
man victim, lend a greater probability to 
the long-heralded impression that cats 
may contract diphtheria from human sub- 
jects and that in turn these animals may 
communicate the disease to man. 

The beginning of my investigations 
came about in a very unique manner. To 
Dr. W. T. Robinson, of Murfreesboro, 
Tenn., is due the credit of calling atten- 
tion to the fact that chickens suffering 
with roup simulated human diphtheria. 
During the fall of 1921, Murfreesboro, 
Tenn., with a population of about 6,000, 
situated thirty miles from Nashville, was 
visited with a severe epidemic of diphthe- 
ria, during which many of the schools were 
closed. On October 16, 1921, Dr. Robin- 
son sent me four swabs obtained from the 
throats of chickens suffering with roup. 
To my surprise they contained the Klebs- 
Loeffler bacillus, which subsequently 
proved virulent to guinea pigs. Later, six 
other swabs were sent with similar find- 
ings. 

I wrote Dr. Robinson requesting that 
he furnish all available data at his com- 
mand concerning the roup-diphtheria out- 
break in the fowls. In December he wrote 
the following: 

“This epidemic of roup from which I have sent 
you about a dozen specimens occurred among 
fowls owned by Fox and Potter, neighbors, whose 
poultry yards are in apposition. Mr. Fox has 
75 fowls. Among this number eleven developed 
roup and six died from the disease. Three 
chickens were treated with 500 units each of diph- 
theria antitoxin and all recovered promptly. 

“Mr. Potter had thirty fowls and ten were 
infected with roup. Five died and three were 
treated with 500 units each of diphtheria anti- 
toxin. Two recovered promptly and one died. 
The one which succumbed was practically mori- 
bund at the time of administration of the anti- 
toxin.” Dr. Robinson further stated that in mak- 
ing cultures from the throats of school children 
in the city, a girl in the Fox home about thirteen 
years of age was found to be a carrier, and also 
a boy about sixteen years of age from the Potter 
home. There were no active cases of diphthe- 
ria in either family. 

In my conversation with Dr. Robinson 
he stated that the fowls that were given 
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antitoxin were all advanced in the disease 
and three of them were unable to walk. 
A few hours after the administration of 
the antitoxin, marked improvement was 
noted and rapid recovery resulted. Those 
that were treated with antitoxin recovered 
in a few days, while in those not so 
treated a 50 per cent mortality resulted 
and the surviving 50 per cent ran a course 
of from two to eight weeks. The Fox girl, 
aged 13, and the Potter boy, aged 16, 
proved to be persistent carriers. The 
Klebs-Loeffler bacilli isolated from these 
two cases proved to be virulent to guinea 
pigs. 

The disease called “roup” by poultry- 
men is a contagious catarrh, closely re- 
sembling the more malignant forms of 
influenza in the larger animals and in 
man. It attacks principally the mem- 
brane lining the eye, the sacs below the 
eye, the nostrils, the larynx and the tra- 
chea. It is attended with high fever and 
is very contagious. The nature of the 
micro-organism which constitutes the vi- 
rus is not known. The saliva and the dis- 
charge which escapes from the nostrils 
carry the contagion and soon contaminate 
the drinking water and feeding troughs, 
so that all susceptible fowls are infected. 
Even the flocks in adjoining yards are 
infected by the particles of mucus pro- 
jected into the air when sneezing or shak- 
ing their heads in their efforts to free the 
air passages from the thick mucus. The 
disease is distinguished from fowl diph- 
theria by the absence of a thick, tough 
and very adherent newly-formed mem- 
brane (false membrane) in the nostrils, 
mouth, and throat of the latter. Fowl 
diphtheria is caused by a filterable and 
invisible virus and, therefore, is entirely 
distinct from the diphtheria of man which 
by the well known Klebs-Loeffler 
acillus. 


‘It is not entirely clear whether the 
chickens under question were suffering 
with roup or fowl diphtheria since they 
had pseudo-membranes in their mouths 
and throats. 


BACTERIOLOGICAL DATA 


Ten swabs were sent to me by special 
delivery mail by Dr. W. T. Robinson, of 
Murfreesboro, Tenn., having been ob- 
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tained from the throats and nasal secre- 
tions of ten fowls affected with roup or 
fowl diphtheria. The swabs were those 
ordinarily used for diphtheria work con- 
sisting of a pledget of: cotton wound 
around a wire at the end and inserted in 
a test tube plugged with cotton. They 
were previously sterilized in a hot air 
sterilizer for two hours at 170° C. Each 
swab was inoculated with three Loeffler 
blood serum slants and incubated for 
twenty-four hours. Several characteris- 
tic colonies were isolated from each tube, 
transferred to Loeffler’s blood serum and 
grown for twenty-four hours at incubator 
temperature. Those colonies responding 
tinctorially and culturally to the Klebs- 
Loeffler bacillus were inoculated into 
broth cultures to be tested for their viru- 
lence to guinea pigs, which will be give 

later in the paper. 


Morphology. — Incubator temperature 
for twenty-four hours on Loeffler’s blood 
serum showed organisms for the most part 
long and slender, revealing polar granules, 
prevailing terminal in location, and with 
a marked tendency to typical group ar- 
rangement in angles and parallels. The 
types encountered would be classified C 
and D on the Westbrook scale, with the 
long, slender form, C, predominating. 
They were Gram-positive; and Neisser- 
positive and not acid-fast predominated 
in smears from the younger colonies. 


Cultural Characteristics. — Colonies 
were grayish-white, moist, confluent and 
non-adhesive after growing on Loeffler’s 
serum medium at incubater temperature 
for twenty-four hours. After several days’ 
incubation they became yellowish. There 
was no proteolytic action in the cultures 
six weeks old. On plain agar the growth 
was definite, but feebler and scantier, and 
the individual colonies were tiny. In lit- 
mus milk a trace of acid without coagula- 
tion developed. In glucose infusion broth 
cultures, a granular deposit was formed 
without clouding. Pellicle formation oc- 
curred. The tests for the action on sugars 
were performed with sugar-free broth, to 
which the sugar was added prior to the 
final sterilization. Acid without gas was 
formed in glucose, maltose, and dextrin; 
alkali, in manite and inulin; while no 
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change in reaction occurred in _ lactose, 
xylose, and arabinose broth cultures. 

The staining, morphology and cultural 
characteristics of the bacilli isolated from 
the Fox girl and Potter boy were practi- 
cally identical with those isolated from 
the fowls. 

Virulence Tests.—For the determina- 
tion of virulence, guinea pigs weighing 300 
grams each were inoculated subcutane- 
ously with 1 c. c. of a forty-eight-hour 
broth culture. A positive result was re- 
corded when the animal died within four 
days after injection and showed character- 
istic injection edema at the sight of in- 
oculation with hyperemia of the adrenals. 
The controlled animals received the same 
dose, were immunized with 500 units of 
antitoxin and remained well. 


Of the ten cultures from fowls, two 
killed pigs in two days. Five cultures 
killed in three days and three killed in 
four days with characteristic lesions. Cul- 
tures frem the Fox girl killed in four 
days, while the Potter boy cultures killed 
in five days with characteristic lesions us- 
ing control immunized pigs. 

Experiments Upon Healthy Fowls.— 
Three healthy fowls were used. Prelimi- 
nary cultures were made in order to show 
that they were free from diphtheria bacilli 
at the beginning of the experiment. The 
inoculations were made by introducing 
into the posterior nares and throat a swab 
which had been soaked in a thick opaque 
suspension of diphtheria bacilli that were 
isolated from fowls. Each fowl was kept 
in a separate cage. Nasal and throat cul- 
tures were taken at two-day intervals. At 
the end of six days one of the fowls proved 
negative to the diphtheria bacillus, while 
in three weeks the other two fowls showed 
negative to the Klebs-Loeffler bacillus. 
In these experiments it was noted that the 
number of diphtheria bacilli diminished 
in number every two days in which cul- 
tures were taken. 

No membranes were noted or clinical 
evidences of diphtheria observed in an 
of the fowls. 

Experiments on Fowls with Roup.—Two 
fowls were selected with severe cases of 
roup and subjected to the identical technic 
employed with the healthy fowls. Cul- 
tures were made every day for Klebs- 


Loeffler bacilli. One of the fowls died on 
the seventh day, the other on the ninth 
day. Cultures showed that the Klebs- 
Loeffler bacilli had diminished on each suc- 
cessive day, but persisted at the death of 
the fowls. No membrane or clinical evi- 
dence of diphtheria presented itself. It 
is believed that the Klebs-Loeffler bacilli 
contributed in no part toward their death. 

In healthy fowls the carrier state was 
difficult to produce and was generally 
quite transient. It is a question whether 
the diphtheria bacilli had actually multi- 
plied or merely persisted in the nasal pas- 
sages. Although negative “carrier” re- 
sults were obtained with two fowls with 
the roup, this is not enough from which 
to form a general conclusion. It is evi- 
dent that a greater amount of experi- 
mentation would be necessary to clarify 
this question. 


CONCLUSIONS 


(1) This is the first instance, as far as 
I have been able to find in literature, in 
which virulent Klebs-Loeffler bacilli have 
been isolated from fowls. 

(2) It is probable that the fowls re- 
ceived their infection from human beings 
harboring virulent bacilli, since persistent 
virulent carriers were demonstrated in 
the families that owned the fowls. 

(3) Experiments upon healthy fowls 
failed to produce a permanent carrier 
state. Certainly nothing corresponding to 
carriers as seen in man was observed. 
Negative results were also obtained in 
two fowls suffering with roup. 

(4) The demonstration of virulent 
Klebs-Loeffler bacilli in fowls opens up a 
new field for the means of dissemination 
of the Klebs-Loeffler bacilli among human 
beings. 
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DISCUSSION 


Dr. W. S. Leathers, University, Miss.—One 
phase of this subject deserves consideration from 
the standpoint of public health. It seems to me, 
based upon the findings of the investigation 
made by Dr. Litterer, that there is a possibility 
of sporadic outbreaks of diphtheria occurring 
among children handling fowls which have viru- 
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lent diphtheria bacilli in their throats, either 
during the disease known as roup or following 
this condition. From an epidemiological stand- 
point, I do not think that it is likely that a car- 
rier condition among fowls, the result of ex- 
posure to human beings who have virulent diph- 
theria bacilli in their throats, would be a very 
potent factor in the transmission of diphtheria. 
However, I think that it is one meriting con- 
sideration, and in the event of an outbreak of 
diphtheria, it is well to keep in mind the results 
of the investigation made by Dr. Litterer, which 
are of decided value. 

Diphtheria is not a very contagious disease. 
It is not transmitted so easily as many other 
infectious diseases, but the transmission of 
bacilli from one individual to another is the com- 
mon mode of the spread. 

The paper as presented by Dr. Litterer de- 
serves thoughtful consideration from the view- 
point of sporadic outbreaks of diphtheria, but we 
should not consider the question of diphtheria 
bacilli in the throats of fowls as a decided factor 
in the transmission of the disease. 


Dr. C. C. Bass, New Orleans, La.—The subject 
discussed by Dr. Litterer deserves a great deal 
of consideration. The diphtheria bacilli that 
have been recovered from fowl! diphtheria in the 
past have not seemed to be identical with the 
one that produces diphtheria in man. If Dr. 
Litterer is right that the organism is capable 
of producing the disease in man, and that they 
are perhaps identical organisms, then it is quite 
possible that this is another source of endemic 
or latent diphtheria. It is another possible 
source of outbreak. 

It would not be, as Dr. Leathers has indicated 
in his discussion, the probable source of much 
of the diphtheria that we have, for the number 
of cases that could come from this source would 
be extremely small. However, if it is the source 
of an occasional case, that case might be the 
cause of an outbreak consisting of a very much 
larger number of cases. 

My own feeling is that it is desirable that this 
idea should be confirmed by transmission of the 
disease from fowl to fowl and, if possible, by 
identification in some other way, of the organism 
found in the fowl with that found in man. We 
must remember that there are a good many 
diphtheria-like bacilli known and recognized, more 
than one of which is pathogenic for animals, and 
it would really be rather difficult to determine 
whether the organism found in fowls can actually 
be transmitted to man without an experiment 
which would hardly be justified. Even the suc- 
cessful inoculation of fowls with the organism 
from human diphtheria does not prove the thing. 
We have to do it the other way around. 


Dr. William Krauss, Memphis, Tenn.—Dr. Lit- 
terer’s findings appear to me to be very con- 
vineing. He made a culture of the organism 
which he recovered and inoculated it into guinea 
Pigs protected by ordinary diphtheria antitoxin, 
and those guinea pigs were proof against this 
Particular organism. We are, in the absence of 
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contrary evidence, driven to the conclusion that 
what Dr. Litterer was dealing with is what we 
know as the Klebs-Loeffler bacillus. On the 
other hand, if this is the only report of this 
condition, we shall have to make more investi- 
gations as to how often this thing can happen, 
because bacteriologists are definitely committed 
to the view that roup is a mixed infection, and 
that a diphtheria-like organism is a secondary 
invader, so the idea that there might be some- 
thing like the diphtheria bacillus in roup is not 
new. Certainly the discovery of the typical 
Klebs-Loeffler bacillus must be looked upon as 
something quite unique, and it would require a 
considerable amount of confirmation from a 
large number of sources that it is a usual occur- 
rence. I am inclined to doubt it. 


Dr. James A. Hayne, Columbia, S. C.—There 
is an impression among the laity that black 
tongue among dogs can be cured by diphtheria 
antitoxin, and I have found, in the distribution 
of diphtheria antitoxin in my State, that quite 
a number of dogs are named as human beings 
and treated with diphtheria antitoxin. Now, if 
roup is to be treated with diphtheria antitoxin, 
the number of chickens in my State being large, 
; can foresee quite a large demand for anti- 
oxin. 


It seems to me that Dr. Litterer has made a 
very unique contribution to epidemiology, if he 
is correct in his findings and if his findings are 
confirmed. I know that South Carolina is 
largely an agricultural state, and the people are 
rather isolated. Yet at times we have found 
diphtheria where it seemed to be impossible to 
trace it to any source outside the farm or farm- 
house where the child lived. It is possible that 
chickens were brought to those isolated farms 
and carried with them the disease. 


Dr. Litterer (closing).—Roup is confused by 
some with fowl diphtheria. Both are entirely 
different from human diphtheria. In fowl diph- 
theria there is the characteristic membrane of 
the nose, throat and trachea. It is caused by a 
filterable virus. Roup is also caused by a filter- 
able virus, somewhat similar to fowl] diphtheria, 
except that no membrane is_ encountered. 
Whether these chickens were suffering from roup 
or fowl diphtheria or a combination of both, I 
am unable to say. They undoubtedly had human 
diphtheria of the real virulent Klebs-Loeffler 
type, engrafted upon some other condition. It is 
quite evident that no pseudo-diphtheria bacillus 
can produce a toxin. These chickens were suf- 
fering with a toxemia which was caused by the 
elaboration of the diphtheria toxin by the Klebs- 
Loeffler bacilli that were found in their noses 
and throats. Proof of this is shown by the ad- 
ministration of antitoxin by Dr. Robinson with 
the phenomenal results to those that were given 
the serum. Those not receiving the antitoxin 
either promptly died or had a protracted illness 
lasting several months. Another convicing proof 
concerning the etiology was the fact that the 
diphtheria bacilli found were virulent to guinea 
pigs. The pseudo-diphtheria bacillus can abso- 
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lutely be excluded on this ground alone. The 
diphtheria bacili were isolated from all the fowls 
repeatedly. They were the typical Klebs-Loeffler 
bacilli responding to all the tinctorial and cul- 
tural characteristics and belong to the types C 
and D of the Westbrook scale. 

Since writing this paper I have made a num- 
ber of investigations of roup among chickens, 
but have never found the diphtheria bacillus 
either in roup or in chicken diphtheria. So it is 
evidently a pretty rare condition. 


One member of each family who owned the 
fowls was a persistent, virulent diphtheria car- 
rier. The Klebs-Loeffler bacilli were identical in 
type so far as I could tell with the type of diph- 
theria found in the chickens. 

Further investigation should be made with a 
view of ascertaining just how prevalent the 
ecndition is. 


SCHOOL INSPECTION BASIC IN THE 
CONTROL OF COMMUNICA- 
BLE DISEASES* 


By JOHN THAMES, M.D., 
City Health Officer, 
Little Rock, Ark. 


One of the most striking facts in the 
work of the public health program of to- 
day is the rapidly growing interest in 
school inspection. Boards of education 
are advancing the idea more rapidly than 
boards of health are able to provide 
equipment to operate the success- 
fully. There also appears to be some dif- 
ference of opinion as to what department 
school inspection should come under, 
whether it should be performed by the 
board of education or the board of health. 


There are two parts to the question of 
school health supervision: one is the teach- 
ing of health, the other is medical inspec- 
tion. One is so dependable on the other 
that we should unite them and use the 
general term “school hygiene.” School 
hygiene is undoubtedly the most impor- 
tant study in the school curriculum. 
When properly taught, it requires the 
knowledge of a technically and _ profes- 
sionally trained mind. It also requires 
the combined efforts of the beard of edu- 
cation and board of health operating har- 


*Read in Section on Public Health, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 
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moniously together to accomplish the re- 
sults for which it is intended. 


School inspection was first instituted 
for the purpose of controlling an epidemic 
of diphtheria. In 1894, Dr. Dergan, 
Health Commissioner of Boston, Mass., 
at that time, conceived the idea that if he 
put doctors in the schools he might be 
able to stamp out the contagion at its 
source. The result of his experiment was 
sufficient to warrant the keeping of doc- 
tors in the schools to inspect the children 
in order to determine whether or not they 
were infected with any contagious dis- 
ease. In 1896, Philadelphia instituted a 
system of school inspection as a means 
of contagious disease control. New York 
City did the same in 1897. The idea of 
school inspection has gradually increased _ 
until at present it would be difficult to find 
a city of any size that has not some sys- 
tem of school inspection. Without a sin- 
gle exception, the system of inspection 
was instituted and doctors placed in the 
schools to inspect children for the purpose 
of determining whether or not they were 
infected with contagion that might be 
communicated to other children. 

School inspection is therefore accepted 
as a health measure, and as such should 
be directed by the local health officer. 
While it is necessary to have the support 
and cooperation of the board of education 
to accomplish the desired results, we 
should not lose sight of the fact that the 
main object of school inspection is to con- 
trol contagion, either by discovering and 
excluding the children acutely infected, 
or instructing them in a knowledge of 
hygiene and sanitation that will better en- 
able them to resist the invasion of dis- 
ease. The ultimate responsibility rests 
upon the health official, therefore it is only 
right and proper that he should direct and 
control the policies of school health super- 
vision. 

It is a noteworthy fact, one that any 
municipality may well consider, that the 
large cities that first instituted a system 
of school inspection for the purpose of 
controlling contagious disease, under the 
board of health, have continued to operate 
under that system. Their records show 4 
gradual reduction in cases and deaths 
from communicable diseases ; and in every 
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instance the results are in direct propor- 
tion to the extent of school inspection or 
school medical supervision done. 

In the great city of New York during 
the influenza epidemic of 1918, Health 
Commissioner Copeland recommended not 
closing the schools, for it was his opinion 
that the system of school inspection would 
be more efficacious in the control of in- 
fluenza than the closing of the schools 
would be. The schools did not close, and 
comparison of the record of New York 
with other cities that closed their schools 
on account of influenza shows that Dr. 
Copeland was correct in his idea of how 
best to control influenza. 


In New York, Philadelphia, Detroit, 
Cleveland and other cities, the results 
have been sufficient to warrant the em- 
ploying of an adequate number of doctors 
and nurses for school inspection, and in 
every city where the work is carried on in 
a systematic, efficient manner communi- 
cable diseases are being rapidly reduced 
to the minimum. 

Where there is not an effic'ent system 
of school medical inspection; where the 
teacher does not look over her children the 
first thing in the morning and observe 
any signs of illness and refer any who 
are found with suspicious symptoms to 
the school doctor or nurse; where the 
school doctor or nurse does not carefully 
look over cases sent to him or her; where 
the nurse or doctor does not make regu- 
lar routine inspection of all classes at fre- 
quent intervals to find evidence of con- 
tagion; where cases are not followed up 
and a correct diagnosis made, any school 
is likely to become a hot bed of infection. 
Conditions of this kind furnish a very 
good reason for parents of school children 
to blame the school for their child’s sick- 
ness. In schools where the opposite con- 
ditions prevail, where there is efficient 
medical inspection, and where the board 
of education and board of health work 
harmoniously together, all these condi- 
tions are thoroughly looked into by trained 
inspectors. Cases are followed up in their 
homes, where the parent case is fre- 
quently found. Sometimes there is a car- 
fier condition among one of the adult 
members of the family or in a child of 
pre-school age. At other times, the source 
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is found in the family of a friend or 
neighbor, perhaps in another section of 
the city. The search for and finding of 
the source of contagion is an important 
factor in the control of disease. The vi- 
cious ring of a communicable disease is 
composed of three sections: the source, 
the mode or means of communication, and 
the victim. In order to control the conta- 
gion, the ring must be broken at one or 
more points. To discover and isolate the 
victim is not enough. A more thorough 
knowledge of the causes of infectious dis- 
eases has shown very clearly that the ex- 
clusion of infected children from school 
is not sufficient. Locating the source of 
contagion and cutting off the line of com- 
munication is essentially necessary for a 
complete control. 

Professor Rosenau gays we have at last 
discovered that the whole child attends 
school, the physical body as well as the 
mental, and the two are very closely allied. 
Where the body is found defective, there 
is almost always a corresponding mental 
deficiency. The greatest number of phys- 
ical defects can be corrected through the 
teaching of health. Visualize health to 
the children and they will insist on having 
their defects corrected. The more a child 
is enlightened on the subject of hygiene 
and sanitation and what it means to be 
in possession of a reserve force of strengt» 
and energy, the more that knowledge will 
be transmitted by the child and d'sseni- 
nated in the home. School children are 
as capable of becoming carriers of healt 
as they are of disease. Health is conta- 
gious when children become imbued w th 
the health idea and the simple rules for 
conserving it. 

The teaching of health is an important 
part of school hygiene and is an essential 
factor in the program of school medical 
supervision. Children are taught preven- 
tion by instructing them to conserve 
health and how to build up their bodies 
to resist disease, or at least to reduce their 
susceptibility to contagion. 

The use of the Schick test to determine 
the susceptibles to diphtheria, and the 
successful use of toxin-antitoxin to im- 
munize children against diphtheria is 
commonly conducted through a system of 
school inspection. This method of diph- 
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theria prevention has extended to the chil- 
dren of pre-school age. Drs. Park and 
Zingher, of New York, recommend that 
every child should be immunized before 
the age of entering school. 

The requirement for successful vacci- 
nation of all school children and teachers 
has been the means of eliminating small- 
pox where the requirement is persistently 
enforced. 

The instituting of instruction in oral 
hygiene in schools came as the result of 
medical inspection. At least 40 per cent 
of school children have defective teeth 
and 90 per cent have neglected mouths. 
It has been found that defective teeth and 
unclean mouths play a large part in re- 
ducing the vitality of children and caus- 
ing them to be more susceptible to dis- 
ease. A correction of these defects will 
materially aid in the control of disease in- 
vasion. 

It seems useless to attempt to enumer- 
ate in detail what-has been accomplished 
as result of school inspection, yet I do not 
believe it is being sufficiently recognized 
by the proper authorities. From my own 
experience and what I have been able to 
gather from other health officers through- 
out the country, I am convinced that 
school inspection is basic in the control of 
communicable diseases. 

In Little Rock we have a splendid sys- 
tem of school inspection. The City Health 
Officer is Medical Advisor to the Board 
of Education, and there is absolute har- 
mony between the Board of Education and 
the Board of Health. Regular courses of 
instruction are given in the schools, on 
nutrition, posture and systematic exer- 
cises, the most essential subjects for con- 
serving health. While we have an insuf- 
ficient number of full-time paid inspec- 
tors, there are always doctors and dent- 
ists ready to serve when called upon to 
assist in special work, and they give their 
time and knowledge unstintingly. This 
arrangement enables the Health Depart- 
ment to carry out the program to a large 
extent, and what has been done has been 
a wonderful assistance in controlling the 
spread of disease in Little Rock. We de- 
pend very largely upon school inspection 
for the discovery of the mild and over- 
looked cases of contagion and carriers. 


It is universally -accepted that the first 
duty of a health officer in his effort to 
control communicable diseases is to dis- 
cover the cases. I have found it much 
easier to control diphtheria and scarlet 
fever during the time school is in session. 
There is always an increase in cases im- 
mediately following both summer and 
Christmas vacations that we have been 
able to discover and centrol through our 
system of school inspection. 


The only means we have to control the 
minor contagious diseases such as scabies, 
chicken pox and mumps is by school in- 
spection, and I am of the opinion that 
when we have any success in the control 
of measles and whooping cough, it will 
come as the result of school inspection and 
the teaching of health in the schools. 

I hope that this paper may be of assist- 
ance in stimulating doctors and health of- 
ficials to consider the importance of school 
medical inspection. 


DISCUSSION 


Dr. J. A. Hayne, Columbia, S. C.—I wish to 
call your attention to a scheme which was car- 
ried out in South Carolina, not under the auspices 
of the State Board of Health. In fact, the 
Board of Health felt about it as we do a case 
of dynamite. There is a little town named Gar- 
nett which has a population of about 300, but 
with quite a number of people in the surround- 
ing county. They built a high school which had 
a rather large number of children in it and de- 
cided this year that they would organize an as- 
sociation for the purpose of keeping their chil- 
dren well. They called it the “Keep Well Club,” 
and every parent who had a child in the school 
could belong to the Club. The children were 
thoroughly inspected, they were weighed and ex- 
amined in every way, and the parents paid $5.00 
a year for each child. They selected a physi- 
cian and they paid $5.00 to the physician to look 
after the health of the children. It was his duty 
to keep the children well. We have now in 
pamphlet form a full history of this experiment. 
It shows what the public is going to do about 
keeping their children well. This was not organ- 
ized by doctors, by a state board of health, or 
by health officers. It was organized by the peo- 
ple who wanted their children to go to school and 
to keep well. 

The appointed’ employee is a graduate physi- 
cian and member of the South Carolina Medical 
Association, but fortunately for the experiment 
he was the only doctor in this town. He agr 
for $5.00 a child to keep these children well, 
which gave him $1500 during the school term. 
The records show that there was less sickness 
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among the school children that year than was 
ever known and that every child gained in 
weight. 


Dr. A. H. Hayden, Columbia, S. C.—The most 
vital need to supply deficiencies in public health 
work is to procure the daily cooperation of our 
educators in the public and private schools. Ed- 
ucators, from the highest educational institutions 
to the kindergartens of our states, are the very 
ignorant in regard to the health laws of their 
state, or they do not obey them, at least in the 
small towns and rural districts. The responsi- 
bility for thorough knowledge and obedience to 
health laws governing schools by pupils and 
teachers alike, begins with the state superin- 
tendent of education, goes on next to the county 
superintendent, next to the board of trustees, 
next to the principal, and last to the teachers of 
our schools. Some officer should be made respon- 
sible, to see that these laws are known and ecar- 
ried out to the letter. 


We can accomplish little in the training of 
human beings unless we begin the training at 
the beginning of life. To my mind the most im- 
portant thing to do is to devise means by which 
parents and teachers alike can be brought to a 
realization of the fact that the teaching of hy- 
giene and sanitation must begin at the cradle and 
be taught daily and insistently from infancy 
throughout the early years of home and school 
life. If we have a systematic method of bring- 
ing these matters to the attention of home peo- 
ple, especially to mothers’ clubs, for distribution 
to their community families, from the mothers 
we may make the demand universal that at least 
kindergartens and the primary grades shall de- 
vote most or all of their time to the thorough 
grounding of sanitary and hygienic laws into the 
minds of our children. As the twig is bent so the 
tree grows. Earliest impressions are lasting, and 
early training is the most important of all train- 
ing. More, much more, time should be devoted 
to the teaching of sanitation and hygiene in the 
infant classes in our schools than is now given. 
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Dr. C. C. Applewhite, Jackson, Miss.—Dr. 
Thames stated that the local physicians lined up 
with him in everything he undertook. I wonder 
if he has undertaken along with his communica- 
ble disease control work any corrective work, and 
if so, what method he utilized in getting the cor- 
rections made. This work of correcting physical 
defects among school children has caused, in my 
experience, considerable disturbance. A _ plan 
whereby this work can be done to the satisfac- 
tion of the local physician would be very ac- 
ceptable. I would like to take issue with one of 
the men relative to the school teachers. It has 
been my experience that school teachers, as a 
rule, are keenly interested in and have a fairly 
good knowledge of preventive medicine and can 
be reliably counted on to assist in carrying out 
any reasonable public health program. 


Dr. Thames (closing).—Replying to Dr. Hayne, 
I do not find the physicians of Arkansas very 
different from those of South Carolina. My idea 
is that the manner in which you approach doctors 
determines whether or not they will cooperate 
with you in public health work. I have had no 
trouble in Little Rock in getting a sufficient num- 
ber of physicians to make the special examina- 
tions of school children, nor have I experienced 
any difficulty in having all defects corrected 
where we were able to get the children to the pub- 
lic clinic connected with the City General Hos- 
pital. The majority of the clinic staff are either 
teachers or adjuncts in the Medical School of the 
University of Arkansas, and they have the oppor- 
tunity of using all clinical material for demon- 
strating purposes. 


I am sorry that I have no statistical report to 
show the percentages of improvements during the 
time that I have been in Little Rock; but hope 
that some time in the future I may have the pleas- 
ure of presenting another paper along this same 
line, when I shall give exact figures of what has 
been accomplished in correcting the various de- 
fects found among school children. 
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RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 


RESTORATION OF THE BURNT 
CHILD*+ 


By V. P. Buair, A.M., M.D., F.A.C.S., 
St. Louis, Mo. 


In the following I shall deal with recon- 
struction problems, not with the imme- 
diate treatment of burns. I shall use cer- 
tain cases to illustrate my points, chiefly 
in the intermediate stages. 

Burns of the hand are functionally most 
crippling, but burns of the face may be 
more appalling. Anything that attracts 
attention to the child in an unpleasant 
way, its own attention, the critical atten- 
tion of other children, or ill-advised sym- 
pathy of adults, may produce an unfortu- 
nate reaction on the child’s morale. 

For all these reasons reconstruction of 
the child should be begun as soon as it is 
surgically practicable, and it is not al- 
ways necessary for the wounds to epi- 
theliate spontaneously before skin graft- 
ing or flap operations are begun. 

Almost all of the cases that come to 
reconstruction have suffered burns that 
destroyed the full thickness of the skin, 
but rarely deeper than the superficial fas- 
cia. Reconstruction is seldom sought for 
the milder cases, and deeper burns are 
more frequently fatal. 

It is on the ear and nose chiefly that 
the destruction is likely to go deeper. 
Except from the burns of powder and of 
corrosive fluids, the eyes themselves are 
seldom damaged. 

The deformities we are called upon to 
correct consist primarily of the loss of 
skin which has been replaced by a retract- 
ing scar. If the contraction has persisted 
during the growing period, it is likely to 
be complicated by under-development of 


*From the Surgical Department of the Wash- 
ington University Medical School, St. Louis, Mo. 
+Read in Section on Surgery, Southern Medi- 
cal Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922.. 
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the parts affected, such as small fingers 
or short tendons, or by peri-articular fixa- 
tions or joint and bone distortions. 


Abnormalities of the scar itself that we 
have been called upon to treat have been 
keloid scar, early induration, late indura- 
tion that may become cancer or the per- 
sistence of an active pus infection in the 
scar. 

The first, the most important and ab- 
solutely controlling step in any of these 
restorative operations, is to cut or remove 
the scar sufficiently to allow the remain- 
ing skin and tissue to return to their nor- 
mal positions. Unless this is done thor- 
oughly, often to over-correction, the op- 
eration cannot be completely successful. 
In old standing cases osteoplastic resec- 
tions, joint stretching or tendon lengthen- 
ing may be necessary adjuncts to simple 
scar excision. 


After the scar is excised and the neigh- 
boring parts are replaced, then the result- 
ing raw surface is to be covered with epi- 
thelium. This may be done by means of a 
Thiersch graft, a full thickness skin graft, 
or a sliding or pedicle flap. The choice 
will depend upon several factors: the 
Thiersch graft is the most easily applied, 
gives poorest cosmetic results and in heal- 
ing contracts more than the full thickness 
graft or flap. A successful full thickness 
skin graft will contract about one-fifth 
or one-half its area. It is an excellent 
substitute for the destroyed skin except 
that it will usually tan to a greater or 
less degree. In a clean field where skin 
alone is desired and some tanning is not 
objectionable the full thickness skin graft 
is the material of choice. Where a sub- 
cutaneous fat pad as well as skin is re- 
quired a flap graft is selected. Where 
applicable to the hand the full thickness 
skin graft has its advantage over abdom- 
inal flaps: the hand can be splinted in 
any desired position of over-correction 
while the skin graft is uniting. It is some- 
times desirable to combine these two meth- 
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ods. The flap graft is thicker than the 
full thickness skin graft, carries some 


Fig. a Fig. b 


Figs. a and b. Case showing an ear characteristically 
crumpled as a result of a burn. The deformity is due 
to loss of skin on the anterior surface and to partial 
loss of cartilage at the border, greatest at the helix. 
The helix was pieced out as was a'so the anterior sur- 
face of the ear, between the antihelix and the posterior 
border, by pedicle flaps raised from the hairless skin 
behind and above the attachment of the ear. b. does 
not show the finished stage. Part of the redundant 
helix flap will be removed at a future operation. 
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full thickness grafts the available skin that 
most closely resembles that to be replaced 
is used, while flaps are obtained from 
some neighboring site or are transferred 

“jump” flaps on the hand or forearm. 
It should be kept in mind that the nearer 
the source of the graft is to the defect to 
be filled, the more closely will it resemble 
the skin for which it substitutes. When 
very thin or long flaps are used, delayed 
transplantation will insure their vitality. 
It is in growing children that the full 
thickness skin graft takes most kindly and 
gives best average results. On these chil- 
dren more and more are we using full 
thickness skin grafts where formerly we 
used flap grafts. It would be a great help 
if we could get the skin from the mother 
in some of these cases, but our experience 
is that while at first the homo-graft 
“takes” beautifully, after two weeks it 
begins to necrose and is slowly lost. This 
even when the blood “matches.” Before 
finally giving up this plan, I am going to 
try the suggestion of Dr. Montrose Bur- 


subcutaneous tissue and [> 
does not tan abnormally. | 

It may be placed in a 
field that is not abso- 
lutely clean. These spe- 
cial qualities influence 
the selection of the mate- 
rial to be used in the 
particular case. 

The grafts or flaps 
are cut according to tin 
foil patterns made either 
from the raw surface di- 
rectly or from a previ- 
ously made reconstruc- 
tion on a plaster cast and 
are either sutured in 
place or supported on 
forms or both. The Thi- 
ersch graft is best sup- 


ported on a wax form Fig. d Fig. ¢ 


or on sections of fine ma- 
rine sponges. 

Thiersch grafts are 
usually best obtained 
from the thigh, but if 
cut too thick will subse- 
quently grow hair. For 


Figs. c and d. c shows a nine-year-old child's hand from which most of the palmar 
skin was burned at the age of three years. At a previous operation the fingers 
were straightened out and a pedicle flap was transplanted from the abdomen 
to the raw surface on the palm, but the fingers have again contracted almost 
to the original condition. In this condition the fingers are not usable. d shows 
the result of a second operation by which the fingers were again freed and 
extended and full thickness skin grafts were applied to the raw surfaces. 
The fingers and hand were held extended on a splint during the healing period. 
In the picture the skin grafts show lighter in color than the abdominal flap. 
Though the fingers cannot now be fully extended, they are, in their present 
condition, usable and mobility will increase with use. 


Be: 
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Fig. e 


f Eversion of the upper lid with complete fixation of the lid to the brow resulting from a burn 


Figs. e and f. 
received in early infancy. The correction was made by a Thiersch graft applied over a wax form—‘Gillies’ ‘ 


: outlay graft.’ f shows ability to close the eyelids. This picture was taken two years after the operation just 
described. 

rows and take the skin from a donor of Burnt ears must be unfolded and the 
i about the same age as the recipient. defect covered with flaps or full thickness 
In treating an ectropion of the mucosa _ grafts. 
H of the lids or lips, the stent or outlay In using full th’ckness 
OF grafts on the 
graft, “Gillies” modification of the Esser palm of the band or finger it is well to 


graft, is ordinarily most effective. Ectro- 

pion of the nostrils is easiest corrected by graft larger 
| making a transverse incision across the ie e original defect by undermining 
i dorsum of the nose, sliding down the tis- the - dering skin and turning it out- 
sues and filling the defect with a full Ward in flap form. This allows for con- 
thickness graft. traction. 


Fig. g Fig. h 
Figs. g and h. Ectropion of the upper and lower lips with Fig. i Fig. j 
inability completely to close, resulting from a burn $ . 
received in childhood. The correction was made by a Figs. i and j. Eversion of the nostril and snubbing of the 


end of the nose due to destruction of the skin by & 


technic similar to that used for Case e and f. This 

was followed by a second operation for the adjustment burn in early childhood. A transverse incision was 

of the vermilion border. The point of the chin has made across the bridge from cheek to cheek at the 
level of the upper border of the alae. The skin with 


since been brought forward by a cartilage insert. 
the subcutaneous tissue was undermined and push 


downward and the resulting defect was filled with 8 


The eyebrows may be well imitated by fall graft. |The 
. ed in the secon otograph. 
a full thickness gr aft taken from the girl we might attempt to correct this’ by skin grafting. 


scalp behind the ear. If the graft takes . : : 
perfectly, the hair will grow naturally. The arm bound to the side, following 
an axillary burn, is released by incising 


If there is a slight surpeficial loss of the 
graft, the hair will be fuzzy and if the the scar bands and tke defect is filled by 
full thickness of the epithelial layer of a full thickness skin graft or by pedicle 


the graft dies, the hair will fail to grow. flaps as best suits the part’cular case. 


| . . 
i 
| 
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Any large area covered by full thickness 


skin grafts may require repeated grafting 
to compensate for partial loss of, or 
shrinkage, of the grafts. 


Top: Fig. k. Bottom: Fig. 1 


Figs. k and |. k shows the absence of the outer two-thirds 


of each eyebrow due to burn at nine years of age. 1 
shows replacement by a hair-bearing skin graft taken 
from behind the ear. The szar at the junction of the 
graft with the natural brow shows on each side. This 
could be avoided only by restoring the whole brow in 
one piece, but it is made inconspicuous by training the 
hair over the bare area. Following a successful scalp 
graft, the hair must be trimmed at stated intervals, 
sd otherwise it is an excellent imitation of the natural 
row. 
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Changes in the scar, other than con- 
traction, may call for its removal. Among 
these changes are indurations that might 
precede or have actually become cancer- 
ous and chronic infections. A simple 


Fig. r Fig. s 


Figs. r and s. r shows a union of the lower face tissues to 
the chest wall following a loss of the skin from the 
lower part of the face, front and sides’ of the neck and 
the upper half of the chest. In this instance the lower 
lip was attached to thé front of the chest an inch below 
the upper border of the sternum. If this condition had 
been permitted to continue the lower jaw would have 
become distorted and the teeth everted. The correction 
shown in s was made by freeing the lip, chin and sub- 
maxillary tissues from the neck and chest by a trans- 
verse incision from ear to ear and covering the raw 
surface with full thickness skin grafts. On account of 
the subsequent contraction of the underlying scar the 
grafting was repeated several times, putting in a strip 
of skin 3 centimeters wide at each later operation. 


thickening of the scar may be treated by 
“tincture of time,” by shaving off the 
ridges and edges and Thiersch grafting, 
by the use of radium, by excision followed 
by a full thickness graft 


Figs. m and o. 


74 


SO 


or by a sliding or a pedi- 
cle flap operation. 

By patience, persist- 
ence and good surgery 
these unfortunates can 
be greatly improved in 
comfort, appearance and 
function and as a gen- 
eral rule the earlier the 
restoration is undertaken 
the better will be the re- 
sult; although I have op- 
erated upon such cases 
fifty or sixty years after 
they were burned. 


DISCUSSION 


Top: Fig. m. Bottom: Fig. o 


o shows fixation of the arms by axillary scars. 


Dr. J. Shelton Horsley, 
Richmond, Va.—Dr. Blair’s 
Released by cutting work is so excellent that it 


the scars, abducting the arms and covering each raw surface with a full thick- is difficult even at the ex- 


ness skin graft. One side was done at a time and the abducted position was 


Maintained for about two weeks. 


pense of boring him not to 


4 

| 
_ 
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begin the discussion of his presentation with an 
expression of sincere admiration. Those of us 
who have been sufficiently fortunate to see him 
work in his own place and know the infinite 
pains he takes can readily understand why he 
gets such good results. 


I am delighted to hear emphasized the points 
concerning isografts and autografts. There has 
been much spectacular surgery that had no basis 
in biological principles in which a child’s face 
was covered with skin from the pig’s belly. 
Newspapers have become cognizant of it and 
have made a wonderful thing of it. They do 
not follow up to see if it sloughs off later and does 
not take. As Dr. Blair says, at times autografts 
will not take under the best conditions. We can 
get results in various ways, and one is by pre- 
venting contraction by traction. A little rubber 
band placed in the line of supposed contraction 
and kept constantly in place will work wonders. 
I think the dentists have taught us much in re- 
gard to this little rubber band which will bring 
the alveolar structure in position when seemingly 
nothing but a mallet and steel band would have 
any effect. 

Where does the contraction after scars come 
from? In the bile duct bridges of connective 
tissue have been grafted in, supposing that if they 
are covered over with epithelium there would be 
no trouble. Strictures of the urethra are covered 
over with epithelial tissue. The contraction 
forms from the inner, lower, substratum, the 
dermis or corium, and when that has once oc- 
curred it is impossible to do away with it unless 
we cut it away. This contraction can be made 
less obvious by the various ingenious methods 
that are used, but it tends to recur just the 
same. The importance of this fact is great. In 
the thin tissues above the eye, where the corium 


“is very thin, you can successfully utilize a 


Thiersch graft, but usually you have to trans- 
plant whole skin, preferably from some region 
of the face. 


Another thing is that we must remember that 
contraction depends upon scar tissue and that 
depends upon many things, among others infec- 
tion and lack of nutrition. If the nutrition is 
eut down, the highly differentiated cells cannot 
live and you find excessive scar tissue. Dr. 
Gessner, of New Orleans, has done some excel- 
lent work in that way on the testicle. He found 
that if the blood supply is too much diminished 
in a testicle, the testicle may not slough, but the 
parenchyma cannot live and the testicle becomes 
a mass of scar tissue. And poor nutrition in- 
vites infection. 

Dr. Frank K. Boland, Atlanta, Ga.—Dr. Blair 


stated recently that when one of his patients be- 
came sick he sent for a doctor. His work is not 


with sick people, but entirely with plastic sur- 


gery. 

Something should be said about prophylaxis 
against the bad deformities. If the cases were 
handled differently sometimes in their initial 
treatment the deformity might not be so bad 
and might not require such extensive operations 
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later. The first thought in these cases always 
is to preserve life. The children come in a 
condition of shock. If they could be handled to 
prevent deformities by proper splinting and sep- 
aration of fingers and toes, oftentimes the de- 
formity would not be so marked. They are usu- 
ally handled at first by general practitioners, 
but it would be well if the plastic surgeon could 
have something to say about the first handling. 
I think the necessity for such extensive plastic 
surgery might not be so great under those condi- 
tions. 


Dr. Joseph E. Johnson, Memphis, Tenn.—Dr. 
Blair spoke of putting on the Thiersch graft in 
the earlier stages of burns of the face, which is 
an excellent idea for several reasons. The gran- 
ulation tissue is what eventually makes our scar 
tissue, but, as we know, in any wound cicatriza- 
tion does not begin until the twelfth day. Gran- 
ulation tissue occurring in the presence of infec- 
tion is what makes these scars that later destroy 
the face. It is remarkable that if you stretch 
the face gradually as the dentist does you can 
stretch it to almost any extent. Where the 
deeper structures are involved and have been 
allowed to cicatrize, contraction follows. By 
putting on the Thiersch graft first, this graft 
will not contract as does the scar tissue and 
you will not have the formation of such a large 
scar. The Thiersch grafts have practically no 
place in the face, for they are inelastic. We 
must have a flap graft or a whole skin graft. 


In the mouth if the deeper structures are not 
involved and we cut the tissues loose, the muscles 
go back into expression and pull these into place. 
If there is no destruction of the seventh nerve 
you can stretch back almost any face into shape. 

In the handling of the scar the ambrozene 
treatment seems to clean them up more rapidly 
than anything else. We have another method of 
getting skin instead of taking it from the abdo- 
men or the prepuce where we want thin skin 
for use around the eyes. Skin from the prepuce 
will tan very easily. I recently used this around 
the eye, but had to remove it because of the 
marked tanning. 


The Thiersch graft on the hands has not been 
satisfactory. I recently had a case of a rope 
burn of the hand. I made a flap on the back, 
like glove fingers, puta drain in under the hand, 
and left this on for twelve days, to the time 
cicatrization began. I then cut through the end 
of this and left it until it adhered on the sides. 
I think better results resulted than if the flap 
had been left and divided later. This man could 
move his fingers at the end of twelve days and 
put his hand in his pocket. 


Dr. Hermann B. Gessner, New Orleans, La.— 
I wish Dr. Blair, in closing, would give us the 
details of how his whole thickness grafts are 
made. My own experience with these grafts has 
been unsuccessful. The only whole thickness 
grafts I have used with satisfaction have been 
of the type described by Dr. J. S. Davis in his 
book on plastic surgery, perforated with the 
scalpel in a number of slits. 


— 
{ 
i 
j 
. 


Vol. XVI No. 7 


Dr. Blair (closing).—A Thiersch graft will 
contract very greatly, but it has a distinct place 
in the repair of the face if you allow for this 
contraction. On the eyelid and on the lip the 
subcutaneous muscles are normally closely at- 
tached to the skin, a condition more easily repro- 
duced with the Thiersch graft than in any other 
way. For ectropion of the lip or lid the raw 
surface is made three times the ultimate size 
desired, and the Thiersch graft is draped over 
a wax form of corresponding size. The graft 
covered form is held against the raw surface by 
the tissues being sutured snugly around it. By 
undermining the skin the raw surface can be 
made any size desired and thus the contraction 
may be allowed for. We have not been able to 
control or foretell the ultimate color of these 
grafts. They may be too white or they may be 
tanned. 


Dr. Johnson brought out one of the most im- 
portant things about the face. If you will re- 
lease the muscles of expression they will go to 
their proper place. This accounts for the post- 
operative improvement usually seen in operations 
for facial defects and deformities. 


The whole thickness skin graft is like the little 
girl who had a little curl—“when she was good 
she was very, very good, and when she was bad 
she was horrid.” It is surgically possible ta 
transplant whole thickness skin grafts and get 
nearly perfect results in the majority of cases, 
but we have failed in all possible conditions. If 
you cut the graft exactly the size of the space 
it is to go into, within twenty-four hours it will 
have an active blood supply. If you cut into it 
with a knife it will bleed arterial blood freely. 
It is easy to get the supply, but unless you limit 
it or provide drainage, by the end of a week much 
or most of the graft may have choked to death 
from engorgement. At first we tried to get rid 
of the engorgement by sacrificing and using 
packs of citrate of soda to keep up the bleeding. 
Our final solution—and it is proving more or 
less successful—is even pressure. We use a fine 
marine sponge wrung out as dry as possible and 
applied under bandage pressure, over xeroform 
ointment gauze. At the end of one, two or 
three weeks, depending upon how you feel about 
it, the dressing is removed and the graft exam- 
ined. If you are sure it is clean two weeks i= 
better; if doubtful about the cleanliness one week 
is best. If the tension has been just right it 
will not have choked to death with blocd nor 
will it have died of ischemia. There is still one 
more complication to guard against. The lack 


‘ of vasomotor control is apt to raise vesicles in 


the second or third week and then the trouble 
starts. These may become infected from bac- 
teria within the skin and unless controlled much 
of the graft may even now be destroyed. I have 
found that painting the desquamated surface with 
1 per cent aquaous solution of silver nitrate once 
va day tends to control these inroads. 


By following the above three rules we are 
Succeeding with a large percentage of our full 
thickness skin grafts. 
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PRESENT DAY OBSTETRICAL PRO- 
CEDURE* 


By T. S. FIELD, M. D., 
Jacksonville, Fla. 


Obstetrics is the branch of medicine, in 
the practice of which the physician be- 
comes the subject of more unjust criticism 
and the object of more undeserved praise 
than in any other branch. In addition, he 
is the recipient of fees more widely at va- 
riance with the services rendered than in 
any other line of endeavor. 


The reasons for the truths stated in the 
above sentence are mainly two: first, 
custom, for obstetrics has ever been con- 
sidered a very natural physiological func- 
tion attended with little risk, and the ac- 
coucheur has, from time immemorial, re- 
ceived small recompense for his labors; 
second, the fact that, with the exception 
of a very limited number of specialists in 
other lines, everybody does obstetrics of 
one kind or another. Because the general 
public has no adequate method of choosing 
intelligently between an obstetrician and a 
doctor who delivers babies, these facts 
make for keen competition in securing pa- 
tients and result in the reduction of fees. 
The patient who feels that $500 is a rea- 
sonable fee for the removal of his acute 
appendix would have convulsions upon the 
receipt of a bill for $150 for the delivery, 
prenatal and postnatal care of his wife, 
and yet the obstetrical procedure carries a 
double responsibility and frequently calls 
for much more competent judgment and 
skill, not to speak of-the time and labor in- 
volved. 


The most difficult feature of obstetrics 
is the heavy sense of responsibility which 
the obstetrician bears. It often is the de- 
ciding factor which warps our judgment. 
After a highly nervous woman has been 
in labor for several hours, begging for re- 
lief, and the anxious husband or mother is 
constantly importuning us to do something 
for her, that sense of responsibility for 
the life of the unborn child will inject it- 
self into the harassed mind of the obstet- 
rician and perhaps be the deciding factor 


*Read in the Section on Obstetrics, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 12-16, 1922. 
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between giving nature her full chance and 
interfering. Someone has said: 

“Without responsibility there can be no effi- 
ciency, and without efficiency success can only be 
accidental.” 

Newell, in his monograph on “Cesarean 
Section,” has correctly paragraphed the 
modern practice of midwifery in the hands 
of the general practitioner. He says: 

“As obstetrics is ordinarily practiced it is as- 
sumed that every pregnant woman is a good risk 
for child birth until symptoms arise which call 
for special treatment, and these symptoms are 
often not appreciated until it is too late for a sat- 
isfactory result to be obtained. For the best good 
of our patients every woman should be looked 
upon as abnormal for childbearing until a pains- 
taking examination proves that her interests will 
not suffer if she does not receive special care. 
Then, and only then, should she be treated as a 
routine case.” 

A physician who does obstetrics without 
bearing in mind the many dangers attend- 
ant upon pregnancy and delivery, and who 
accepts cases for delivery without prelimi- 
nary examination to determine the pa- 
tient’s physical fitness both to carry and 
deliver the child, has no sense of responsi- 
bility. The doctor who accepts a patient 
for delivery upon her statement of preg- 
nancy and dates and then forgets her until 
he is called to her in labor ought to be a 
relic of the dark ages, but, unfortunately, 
he is ever with us. 

It is a sad commentary upon our prog- 
ress to note that the still birth percent- 
age still stands at the same old 5 per cent 
that we were taught in school; that the 
number of deaths from post partum sepsis 
still continues to average over 20,000 an- 
nually in the registration area in this coun- 
try, and that we are still in the dark as to 
the cause, and ofttimes widely at variance 
in the treatment, of the toxemias of preg- 
nancy. 

We have made progress in many lines of 
obstetrical procedure. The carbohydrate 

“diet regime in the early toxemias has pro- 
duced really remarkable results. Pre- and 
post-natal care has come to the fore, re- 
ducing the maternal mortality and mor- 
bidity to a remarkable degree. Cesarean 
section has been perfected. But the fact 
that we are still floundering around is evi- 
denced by the attempts to introduce inno- 
vations in obstetrical practice. 

Tre physic‘an ‘s doing his best to make 
labor painless, or as nearly so as possible, 


in an endeavor to induce women to have at 
least one, if not more children. Patients 
are clamoring for painless labors. One of 
the first questions asked by a woman pre- 
senting herself for her preliminary exam- 
ination is, “Doctor, do you give gas?” If 
not, she seeks a painless obstetrician else- 
where. This propaganda has led us from 
the few whiffs of chloroform as the head 
comes through the introitus, to the Potter 
version. Dr. Potter, himself an exceed- 
ingly clever operator, is leading many of 
us who are not so well equipped into seri- 
ous difficulties in our endeavor to help suf- 
fering womanhood. 

The requis'tes of a good obstetrician 
are: a sound knowledge of the principles 
and mechanics of obstetrics, common 
sense, good judgment, and last, but by no 
means least, patience. With this equip- 
ment he will not be rushed or pushed into 
unnecessary procedures to shorten a natu- 
ral labor. Infant mortality and morbidity 
will be reduced to a minimum, and he will 
practice as nearly as possible ideal obstet- 
rics. 

What is the ideal to which we aspire? 
It is to bring a healthy mother up to the 
ordeal of labor in the best possible shape 
to go through it safely; to deliver her as 
painlessly as possible with due regard to 
the life of the child and her own soft tis- 
sues; to send back to her position in the 
world a woman fitted to perform her du- 
ties; and to bring into the world a healthy 
child fitted for the struggle for existence. 

To attain these ends we must have a 
perfect knowledge of our patient from the 
start. When a patient presents herself to 
the physician in the early stages of preg- 


~ nancy it is his duty to discover, if possible, 


first, whether his patient will be able to 
carry her child to term or not; second, 
whether she will be able to deliver it nor- 
mally at term, and third, whether she will 
have a healthy baby. ; 

A general physical examination then is 
our first step. Hunt for foci of infection 
as a cause of toxemias. Make a blood 
pressure and urine record for future refer- 
ence. A routirie Wassermann will ofttimes 
surprise you. A careful history, with spe- 
cial reference to previous labors in a mul- 
tipara and menstrual history in both mul- 
tiparae and primiparae, is an essential. 
With these points especially stressed, the 


4 
; 
} 
: ; 
i 
f 


1923 


e at 
ents 
ie of 
pre- 
cam- 
else- 
from 
head 
otter 
y of 
seri- 
 suf- 


ician 
‘iples 
yy no 
quip- 
| into 
natu- 
idity 
2 will 
»stet- 


pire? 
o the 
shape 
er as 
rd to 
't tis- 
n the 
du- 
althy 
tence. 
ave a 
m the 
elf to 
preg- 
ssible, 
ble to 
acond, 
t nor- 
e will 


hen is 
ection 
blood 
refer- 
ttimes 
spe- 
a mul- 
h mul- 
ential. 
1d, the 


Vol. XVI No. 7 


examination proceeds like any general 
physical examination, from head to foot. 
In addition we measure the pregnant 
woman very carefully, that we may prop- 
erly prognosticate the difficulty or ease of 
the passage of the fetal ovoid during labor. 
This original examination permits the 
physician to put his patient in the best 
possible physical shape to carry her baby. 
We treat the unborn baby through the 
placental circulation for syphilis, should 
the mother’s blood be found positive. In 
this connection permit me to state that 
because the mother’s blood is negative you 
have not ruled out that factor until you 
have also examined the father’s blood. 
This should be resorted to in suspected 
cases. 


We must prepare in advance for a pre- 
mature induction of labor in a contracted 
pelvis, or prepare the family for the appli- 
cation of forceps or section. 


The patient is then instructed as to diet, 
care of the teeth and nipples, exercise to 
keep the muscles in good shape for the 
labor, and the necessity of routine urine 
examinations and blocd pressure readings. 
I take a good deal of time explaining to 
new patients just why I require these ex- 
aminations, and I find that, with very few 
exceptions, they are ready and willing to 
come to the office for them and appreciate 
this attention. An elaborated typewritten 
copy of these verbal instructions is then 
given the patient to take home and peruse. 
On this sheet in heavy black type are 
warnings against a diet high in proteins 
and the warning signs of toxemia. 

; My experience has been that the vomit- 
ing of pregnancy is more in text books 
than in fact. When I find a patient vomit- 
ing I look first for a high protein diet with 
consequent intestinal toxemia, then for a 
focus of infection. The teeth are often of- 
fenders. I have seen a case of persistent 


Vomiting cured by the removal of one ab- 


Scessed tooth. Pyelitis is far more fre- 
quent in pregnancy than one would natu- 
rally expect and is a complication often 
overlooked by the general practitioner. It 
1s a frequent cause of vomiting in the early 
months. 

Our knowledge of the toxemias of preg- 
nancy is largely theoretical. Kosmak calls 
eclampsia the disease of theories. We 
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have a large number to choose from and 
almost as many remedies as there are the- 
ories. It is not my intention to discuss 
eclampsia, but I do wish to say that the 
term is a misnomer. It was so named be- 
cause it came on “in a flash.” It does not. 
There is plenty of warning, if you are on 
the lookout for the impending signs. It is 
my purpose to bring to your attention the 
fact that we are warned of the approach 
of this dreaded complication, and it is our 
business to read those signs correctly and 
institute treatment to avert this disaster. 
The aim of our prenatal care should be the 
averting of disastrous complications. Fore- 
warned is forearmed. 


A routine physical examination at the 
seventh month is invaluable. It is a com- 
plete check on the first examination. One 
nicks up details m‘ssed in the first exam- 
ination and has more definite knowledge of 
how the maternal organism is carrying its 
burden. At this time it is often possible 
to discover a breech, and by watching the 
patient carefully until term convert it into 
a vertex and deliver it as such. I have 
converted and delivered no less than three 
in the past two months. My experiences 
with breeches, particularly in primipara, 
has made me doubly careful in hunting 
them out prior to delivery and converting 
them by external podalic version, which is 
an extremely simple procedure in most 
cases. I heard one obstetrician make the 
statement that he made it a rule to do a 
cesarean section on all breech cases. I do 
not, but I do make it a rule to discover 
them prior to labor and convert them if 
possible. This rule has saved me much 
trouble, many lacerations, and has cut 
down my stillbirth mortality, not to speak 
of saving the mother these same and many 
other troubles. 


At the time of the original examination, 
all mothers are told that they will be ex- 
pected to go to the hospital. I consider 
obstetrics a surgical procedure, and I face 
a delivery in the home with the same trep- 
idation that I face a surgical operation in 
a private home. Economically, the aver- 
age patient is better off in a hospital. She 
can get a private room for $25 a week. 
The use of the delivery room adds $5 to 
the first week, which is made up by allow- 
ing her to go home on the eleventh day. 


{ 
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I frequently send my patients to the hos- 
pital for the delivery and send them home 
in an ambulance the following day, in 
cases of mothers with other children for 
whom there is no one at home to care, 
rather than deliver them in the house. 


When the patient is in labor I seldom 
make a vaginal examination, and only then 
for cause. I am not curious about the 
stage of dilatation or rotation unless the 
labor is protracted. The patient is shaved 
as for any vaginal operation. Iodin prep- 
aration is used entirely. I would much 
rather do a perineorrhaphy with the usual 
obstetrical preparation than deliver a 
woman without the usual perineorrhaphy 
preparation. 

The patient’s and baby’s condition can 
best be judged by their circulation, and it 
is a mistake to hasten a labor when the 
maternal heart rate is not accelerated, un- 
less the baby shows signs of pressure by 
an acceleration or slowing of its heart 
beat. Many a mother suffers from a 
chronic endocervicitis due to the manual 
dilatation of the cervix to hasten labor or 
the use of pituitrin before the cervix is 
fully dilated. I am personally acquainted 
with eight babies who are idiots from an 
injury directly traceable to the use of 
pituitrin. I seldom use pituitrin. When I 
do use it, it is for inertia uteri, with the 
head on the perineum and the cervix fully 
dilated, in a multipara. When given, the 
dose is never larger than three minims. It 
has been my experience that if pituitrin is 
going to be of service three minims will 
do the required work. 

I make it a rule to catheterize all pa- 
tients as soon as they are draped for de- 
livery. I believe that I may save my pa- 
tients from a submucous laceration of the 
prevesical fascia and utero-vesical liga- 
ments, with resultant cystocele, by this 
rule. 

Patients who are suffering are given gas 
or ether throughout the painful part of the 
second stage with the pains. I have never 
seen any ill effects from this yet. 

Immediately upon birth the baby’s 
mouth is cleansed of mucus. He is then 
greased with sterile vaseline while the 
cord is still pulsating. -When pulsation 
ceases the cord is tied and cut and a sterile 
dressing applied which does not have to be 
removed until the baby is ready to be 


bathed. By greasing and wiping off the 
baby at this time no time is wasted and 
the baby is not subjected to an oiling by 
the nurse when she finds time, at which 
time he is usually unnecessarily exposed, 
And the cord dressing has one handling 
cut out, which eliminates one chance of in- 
fection to the cord. 


The cord tied, dressing and binder ap- 
plied, silver is put into the baby’s eyes and 
he is turned over to the nurse. The mother 
is then inspected for lacerations of the 
cervix and perineum, and if any are found 
these are repaired at this time, before 
the delivery of the placenta. In cases 
where episiotomy is necessary it is my 
practice to place at least one suture in the 
perineum before the episiotomy is done. 
The ends are clamped and the proper res- 
toration of the parts is assured by this. 
procedure. 

Sufficient time will usually have elapsed 
by this time to allow the placenta to sepa- 
rate, and if it does not expel itself within 
twenty minutes the uterus is gently 
kneaded. No force is ever used, as this 
often causes tearing of the placental villi 
and retention of bits in the uterus. We 
all know that the best safeguard against 
sepsis is an empty uterus. 


Ergot is not given routinely. There is 
as much excuse for giving ergot routinely 
as there is for taking out life insurance 
every time one rides upon a train, and no 
more. This is one of the many customs 
which have been handed down from time 
immemorial, and is a pregnant illustration 
of the lack of rapid progress in obstetrical 
thinking. 

Post partum, the patient is allowed to 
move in any position. The bed is usually 
raised during a part of every day to insure 
drainage. She is given soft diet at once if 
she is not nauseated and regular diet 
within forty-eight hours in normal cases. 
The baby is put to the breast every two 
hours from the start until the milk comes 
in, for the effect upon the involution of the 
uterus and to stimulate the breasts as well. 
If uncomfortable from inability to void 
she is catheterized, and if she had severe 
after-pains she is given a narcotic if neces- 
sary. She is allowed to sit up in bed from 
the fourth or fifth day on, corresponding 
to her condition. The average patient 18 
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allowed out of bed on the tenth day and 
allowed to go home on the eleventh after a 
vaginal examination. If the uterus is 
found retrodisplaced a pessary (Albert- 
Smith) is inserted as soon as the lochia 
has ceased. 

All patients are required to come to the 
office for a routine discharge examination 
in the sixth week, at which time their gen- 
eral physical condition is checked. The 
baby is looked over. A vaginal examina- 
tion is made, and any defect that is cor- 
rectable by office treatment is corrected. 
This includes raw areas left from lacera- 
tions, anal fissures, granulating areas on 
the cervix, and insertion of a pessary for 
retrodisplacements. The patient is told of 
any defects and advised how to remedy or 
have them remedied. 

This is my idea of the minimum require- 
ment in the ideal handling of an obstet- 
rical case. My idea in this paper is to sug- 
gest that we standardize the handling of 
obstetrical cases along these lines and edu- 
cate the general public to differentiate be- 
tween the man who is doing his work well 
and the one who is handling his obstet- 
rical cases by guess and by luck. When 
we can educate the public up to the point 
of expecting this we shall effectively re- 
duce maternal and fetal mortality and 
morbidity, and not until then. 


DISCUSSION 


Dr. Robert B. McIver, Jacksonville, Fla.—To 
my mind this resume of Dr. Field’s may be taken 
up under two heads: first, that prenatal care re- 
quires the accomplishments of the careful intern- 
ist; and second, that delivery often calls forth 
sound surgical judgment. Prenatal care is de- 
pendent upon careful preliminary examination, 
and treating obstetrics as a surgical procedure 
not only brings out the qualities of the surgeon 
as far as technic is concerned, but, more import- 
ant, it develops surgical judgment. 

In the service we have had together in Jack- 
sonville the procedure he has outlined has been 
carried out in so far as possible. Of course, in a 
charity service, cases are admitted that we have 
not seen beforehand. Many cases have had no 
history taken, no urinalysis, and no blood pres- 
sure reading. The damage is already done. How- 
ever, from the time they come into the hospital 
until they go out, a careful routine is followed, 
and it is surprising how infrequently it becomes 
a” to resort to radical obstetrical pro- 

res. 


Dr. Thos. B. Sellers, New Orleans, La.—Dr. 
gua stated that he only delivered women in a 
ospital. The sending of all cases to hospitals is 
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convenient, and personally I prefer it, yet I do not 
think the obstetrician should limit himself to hos- 
pital practice, especially with multiparae. So 
many women object to going to the hospital and 
many of our obstetricians refuse’ to deliver the 
case in the home; consequently they are forced to 
get other doctors who are not so well equipped. 
It is more convenient and possibly preferable, 
from a surgeon’s viewpoint, in a hospital, but 
surely we can equip a home to handle a case with 
a fair degree of ease and safety to both mother 
and child, if the patient demands a home delivery. 

I would like to know at what time Dr. Field 
rotates his abnormal presentations. 

I am a strong advocate of the use of nitrous 
oxid, oxygen analgesia and anesthesia in obstet- 
rics. I have used McKessen’s self-administering 
apparatus for the past two and one-half years, 
and it has solved the anesthetic problem for me. 
I usually give morphin the latter part of the first 
stage, and start the nitrous oxid when the pain 
becomes severe. I do not wait for full dilatation 
to start my anesthetic. 

I am not an advocate of “twilight sleep.” 


Dr. James R. Garber, Birmingham, Ala.—The 
precautionary measures that Dr. Field brought 
out are extremely wholesome, but I was impressed 
with the contrast between this paper and Dr. 
Levy’s discussion yesterday. Dr. Levy main- 
tained that we find a good many abnormalities 
in our eagerness to do intensive prenatal care. I 
believe unless you can recognize the indices and 
give them their proper evaluation, there may be 
some error in this regard, but the man who is 
looking for such indices of trouble will err on the 
side of safety rather than neglect. It would be a 
worth-while lesson for the members to carry 
home, that we must be forever on the lookout for 
trouble. 

A note of conservatism at the time of actual 
parturition is extremely valuable. One should 
never conduct a labor case according to the time 
equation. What does it matter if a case has been 
in labor forty-eight hours, provided the maternal 
and fetal conditions are satisfactory? I see no 
reason to resort to haste in such cases. 

The next feature is the question of routine 
therapy in obstetrics. I heartily endorse his ideas 
with reference to ergot and pituitrin. The more I 
resort to these drugs the less merit I find in them. 
The most important thing about ergot is that the 
nurse will take it for granted that because a pa- 
tient has had ergot she can neglect her the 
first three or four hours post partum and not give 
the attention that is so important. 


Dr. W. G. Bogart, Chattanooga, Tenn.—We 
must be careful about advising our patients to go 
to a hospital, for we may put them in the hands of 
those who are not able to take care of them. I 
am sure, however, that we should require just as 
much at the hands of.our patients and of our at- 
tendants as the surgeons do. We must put it on 
a high surgical basis. The surgeon, as a rule, 


has only one life at stake, while we have two, and 
for that reason it is more important that our 
standards be as high and the skill demanded as 
great. 
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As far as trying to force our patients to go to 
the hospital is concerned, we cannot do it if we 
try. 

I would like to ask Dr. Sellers when he begins 
his anesthetic, in the first stage or the second. 


Dr. George F. Pendleton, Kansas City, Mo.—Dr. 
Field is a man after my own heart, safe, sane and 
logical. I wish to ask him his particular reason 
for doing as he does. For instance, the baby is 
born, and there is a waiting of four to six minutes 
while the blood is passing from the placenta. He 
waits and cuts the cord and then inspects the 
vulva. It seems to me he is wasting time under 
heavy anesthesia. For that reason as soon as the 
baby is born I let it lie on its right side, cover it 
up, and then inspect the vulva. If I need to do 
any repair, I start right in there. Sometimes you 
are through the repair by the time the cord is cut. 
It saves a few minutes. 

The second point is the question of allowing the 
patient to sit up in bed in five days. Surgically, 
that is a good point. Fundamentally, the quicker 
you get the patient up and get her to eating, the 
better off she is. But to go back to a little anat- 
omy, this uterus not pregnant weighs about two 
ounces and it is held up by small ligaments. Dr. 
Reder told us yesterday that in the first few 
months of pregnancy he puts in a pessary to help 
hold up the added weight in the uterus. By and 
by the uterus swells up and the baby lies on the 
inlet and holds the uterus up and there is no 
weight on the ligaments. Then the baby is sud- 
denly delivered, the uterus shrivels down. At 
full term it weighs two pounds. It takes at least 
ten or twelve days for this uterus to come down 
into shape anywhere near its original two ounces. 
At the end of five.days the uterus is still heavy, 
and if you allow the patient to sit up the uterus 
sinks down into the pelvis and pulls on these 
small ligaments. I am coming more and more to 
feel that the so-called “female” diseases do not 
all come at the time of delivery. They come in 
the after-treatment of our patients. I keep my 
patients flat in bed and mostly on their sides and 
abdomen until the red is out of the discharge. I 
know then the uterus is pretty well involuted. 
Then I begin to allow them to sit up. I believe 
women get on their feet too soon. They go back to 
work too soon. If you keep them flat on the back 
an even two weeks, and gradually begin to let 
them up, the small ligaments will be protected and 
much of the so-called female trouble will be 
avoided. 


Dr. Field (closing).—Being primarily a gyne- 
cologist and having three services in hospitals in 
Jacksonville, I make it a rule never to do house 
obstetrics. I can do these cases much more easily 
at the hospital, and it saves time. I believe that 
in a majority of instances obstetrics is a surgical 
procedure, and while Crile can operate in a bed- 
room, and I have done a laparotomy in a private 
house in the early days in Florida, nevertheless I 
do not do it from choice. e 

I rotate a breech in the last two weeks. If I 
find a patient with a breech presentation in rou- 
tine examination about the seventh month, I have 
her come back at the middle of the eighth month 
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and then do a rotation. Often the child will ro. 
tate itself, so I do not bother to rotate a breech 
at the seventh month. 

I believe that the self-administration of nitrous 
oxid is a fairly safe procedure in a hospital where 
you have an oxygen tank; but I am decidedly 
against it in the home where you have an appa- 
ratus without an oxygen tank. You can pick up 
a paper almost any day and see where a dentist 
killed a patient in the office with nitrous oxid. It 
is an unsafe procedure. 

We all have had patients who were in appar- 
ently perfect health, and yet they had a bad time 
at delivery. If you cannot judge a normal woman, 
how can you judge an abnormal one, if you do not 
watch her enough to pick out the abnormalities in 
the first place? 

The trouble I find with ergot is when it is given 
routinely without orders. 

The stage for anesthesia depends upon the pa- 
tient. Some patients have practically no pain and 
do not require an anesthetic; some are hysterical 
and require it early. 

My patients are never under an anesthetic after 
the head passes the perineum. I have the baby 
greased and wiped off while the cord is pulsating, 
then apply the dressing, which obviates the ne- 
cessity of the nurse’s taking the baby into a 
room with lower temperature or near an open 
window to grease it or bathe it. 

As to getting the patient up early, that has 
been the result of my observations as a gynecol- 
ogist. I find there are plenty of uteri that are 
heavy that are held up well in position with the 
patient walking around. One factor in maintain- 
ing the position of the uterus is intra-abdominal 
pressure on its posterior face. When that pres- 
sure is there the uterus cannot get out of posi- 
tion. Retroversion is usually caused either by 
wasting disease or by relaxed perineal outlet. If 
the vaginal wall is intact posteriorly and the 
ligaments are in shape it is better to get the pa- 
tient up early, both for drainage and because ex- 
ercise helps the involution. 


ILEO-RECTO-VESICAL-FISTULA, 
PROBABLY OF LUETIC ORIGIN 


By Epcar G. BALLENGER, M.D., F.A.C.S., 
Visiting Urologist, 
and 
WILLIAM RANDOLPH SmITH, A.B., M.D. 
Resident Surgeon, Department of Surgery, 
Emory Division, Grady Hospital, 
Atlanta, Ga. 


The following history directs attention 
to an unusual condition, which the history 
and post mortem findings lead us to think 
was due to syphilis. 

The specimen obtained at post mortem 
indicated that a gumma had formed on the 
bladder wall and surrounded a section 0 
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intestine and the rectum. It must have 
undergone a necrotic change which per- 
mitted part of the gut to protrude into the 
bladder, where it opened. The growth was 
probably of considerable size, and under 
the influence of antispecific remedies be- 
came smaller. Unless it developed in this 
manner, it would be very difficult to ex- 
plain the post mortem findings. 
CASE REPORT 


A negro, 88 years old, was admitted to the hos- 
pital November 7, 1922, complaining of an aching 
sensation in the penis after micturition. 

Past History.—There was a sore on the penis 
three years previous to admission. He had been 
blind in the right eye since an injury five years 
previously. His bowels had been very irregular 
for several months. There had been a loss of 
about 15 pounds weight during the preceding four 
months. 


SMALL GUT 


RECTUM 


RECTUM 


SEMI-SCHEMATIC VIEW OF SPECIMEN 


Present Illness.—The patient dated his trouble 
back about four weeks. At that time he had a 
sudden sharp pain in the left flank, which ex- 
tended downward, finally becoming supra-pubic, 
where it remained as a dull aching sensation for 
about six hours, and gradually wore off entirely. 
From that time, however, he noted this aching 
sensation over his “bladder” for a short time fol- 
lowing urination. Later this pain grew worse 
and was referred to the penis. On the morning 
of the day of admission he passed, per urethra, a 


’ substance which he thought was fluid feces and 


some blood mixed with his urine. After admis- 
sion, his urine contained this same substance, 
which he described as fluid feces, but without 


blood. He passed urine three or four times at - 


night and two or three times during the day. 
_Physical examination revealed a rather ema- 
“¢lated individual. There was an opacity in the 
right cornea. The teeth were in a very poor 
state of preservation and eight were missing. 
The anterior and posterior cervical lymph nodes 


BLADDER MUCOSA 
(MUCH INJECTED) 


FISTULOUS OPENING 


URETERAL OPENINGS 
IN TUMOUR OF 


BLADDER 
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were moderately enlarged. The chest was mildly 


emphysematous. There was a slight fullness in 
the iliac fossa, which appeared to be due to a 
dilated colon at that point. This region was 
slightly tender. The physical examination was 
otherwise negative. 

Laboratory Findings—The urine was foul 
smelling, cloudy and of a muddy color. It was 
alkaline, contained a trace of albumin, pus cells 
and many bacteria. These proved to be strepto- 
cocci, staphylococci, colon bacilli and a large 
gram-positive bacillus. 


Blood Count: 


White blood 2,600 
Polynmorphonuclear leucocytes......83% 
Small 15% 
Large lymphocytes: 2% 


X-ray of the chest was negative. 
An x-ray after a barium enema showed the 
large bowel irregularly filled with barium, due to 
a large accumulation of gas in the colon, 
but no evidence of a recto-vesical fistula. 
Methylene blue injected per rectum 
did not appear in the urine. 


Cystoscopic Examination—He was 
cystoscoped first by one of the members 
of the staff, who reported a growth in 
the bladder. 


Later he was again cystoscoped and this 
tumor was seen to be a non-encrusted, 
“beefy,” non-papillomatous projection 
into the bladder. No fistulous opening 
could be detected, and the mass, which 
was about the size of a small English 
walnut, did not present the gross charac- 
teristics of a new growth. It suggested 
the possibility of gumma. The positive 
Wassermann previously mentioned sup- 
‘ported this view. 


Clinical Course.—The patient’s tem- 
perature was normal and his pulse be- 
tween 80 and 100 during his entire stay 

in the hospital. He was put on antiluetic treat- 
ment (arsphenamine and salicylate of mercury) 
and also was given urotropin. His condition 
remained much the same, though, for several 
weeks and he was more comfortable, and 
his urine showed a tendency to clear up. Later 
neutral acriflavin by mouth in three grain doses 
was tried three times a day, but without avail. 
He felt a little better, due probably to staying in 
bed. After about the fourth week he began to 
lose ground, gradually getting weaker and weaker 
until he died, seven weeks after admission. 
During the last two weeks of life there was a 
troublesome diarrhea, which had to be checked 
with opiates. 


Autopsy Findings.—The only points of interest 
in the autopsy were in connection with his local 
condition. Just behind and at the upper poste- 
rior edge of the bladder, and slightly to the end 
of the midline, there was a hard mass from and 
into which ran loops of small gut, and the upper 
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end of the rectum. This mass was firmly attached 
to the external wall of the bladder and extended 
through it, presenting on the inner surface. There 
was a fistulous opening through this mass, which 
connected the bladder cavity with the loops of in- 
testine. 

Microscopic sections were made from four or 
five different points in this mass, but no evidence 
of new growth or tuberculosis could be found. 
The tissue presented the histologic picture of 
chronic inflammation, which led us to the assump- 
tion that the lesion probably was a gumma which 
had eventually broken through into the bladder at 
a weakened point. The hardness of the mass 


probably was due to a gumma plus the induration: 


of the tissues in this region, which naturally re- 
sponded, as would be expected, to the ever pres- 
ent sources of infection. At autopsy the patient 
presented evidence of arrested lesions of syphilis 
elsewhere. 


A REVIEW OF SIX CASES OF MECK- 
EL’S DIVERTICULUM WITH REF- 
ERENCE TO CAUTION IN 
RESECTIONS* 


By R. M. HARBIN, M.D., F.A.C.S., 
Rome, Ga. 


During a fourteen year period ending 
October 1, 1922, there have occurred in 
our clinic 1813 abdominal operations in 
which the incidence of six cases (0.33%) 
of Meckel’s diverticulum was observed. 
While in certain complicated cases this in- 
cidence may have escaped observation, it 
has been the rule in the main to search the 
lower ileum for this deformity. The con- 
dition, while comparatively rare, is at- 
tended in acute inflammatory cases by a 
high operative mortality because of cer- 
tain difficulties of early diagnosis. Two 
of these cases were reported} in 1917 
with reference to umbilical disorders of 
infancy. For the sake of brevity the bib- 
liography of the subject will be omitted. 
The main point I wish to bring out in this 
discussion is a faulty technic in cases No. 
2 and 3 that seemed to produce so much 
dysfunction that secondary operations be- 
came necessary. Because of the rarity 
of this abnormality the amount of clinical 
experience is not sufficient to warrant 


*Read in the Section on Surgery, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 

;Harbin, R. M.: “Meckel’s Diverticulum: With 
Special Reference to Umbilical Disorders of In- 
fancy,” Sou. Med. Jr., Vol. 10, No. 2, (February, 
1917). 
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any standard technic of operations and 
these observations are offered for their 
face value. 

It is rarely, if ever, possible to make 
a pre-operative diagnosis of the presence 
of a diverticulum, but there are charac- 
teristic symptoms which would mark a 
case as being an atypical acute abdomen. 

Case 2 gave symptoms of ill defined in- 
testinal disturbance and was only de- 
tected in the course of another operation. 


Cases 1, 3 and 5 were diagnosed acute 
appendicitis and case 4, probably mesen- 
teric thrombosis, while case 6 was treated 
for acute intestinal obstruction. 


In the early course of an acute attack 
the mechanical symptoms of obstruction 
with a correspondingly lower grade of leu- 
cocytosis mark the case as one for criti- 
cal study, because the great majority of 
cases of intestinal obstruction proceed di- 
rectly or indirectly from the effect of peri- 
tonitis which would give a more definite 
history. 


Case IA boy twelve and one-half years 
gave a history of abdominal pains since infancy. 
At four months old he had a pedicle excised from 
the umbilicus. He gave a history of one attack 
of colic one month previously. I saw him at 9:00 
p. m. and again the next day. He had a leuco- 
cyte count of 13,800 and at 9:00 p. m. he was op- 
erated upon and the appearance of the diverti- 
culum is shown in Figure 1. He has remained 
cured. 


Case II].—Mrs. Blank, age 31, mother of 6 
children, the youngest two and one-half years, 
was operated upon for uterine retroversion and 
relaxed vaginal outlet. Along with these trou- 
bles she had obscure intestinal disturbances with 
recurring attacks of constipation with inability 
to expel intestinal gases. A diverticulum was 
found fourteen inches from the ileo-cecal valve. 
It was ligated and excised (Figure 2) and 
inverted by a row of Lembert sutures at right 
angles to the course of the intestines. Conva- 
lescence was normal but intestinal disturbances 
became more pronounced with symptoms of vio- 
lent colic after leaving the hospital and in six 
months she returned for a secondary operation. 
After opening the abdomen the upper limb of 
the intestine was found to be attached to the ab- 
dominal parietes. Notwithstanding the awkward 
shape of the site of the diverticulum it was 
thought that separation of the adhesion to the 
abdominal wall would give her relief. However, 
colicy disturbances continued and were occasion- 
ally attended by mucous diarrhea. Owing to cer- 
tain domestic and neurotic troubles, the expectant 
treatment was adopted and in about four years 
the symptoms wore away through a sort of func- 
tional adjustment. 
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Fig. 1 


Fig.2 


Case I1]—A young man was referred to us 
with acute appendicitis. We concurred in the 
diagnosis, since the symptoms had lasted twenty- 
four hours with ‘pain and vomiting and a leuco- 
cyte count of 10,000. The appendix showed only 


a slight degree of pathology and was removed. 


About twelve inches from the ileo-cecal valve a 
Meckel’s diverticulum was discovered with the 
appearance of acute inflammation (Figure 3). 
Within forty-eight hours signs of acute intestinal 
obstruction developed which required resection 
of the gut with a side to side anastomosis. Since 
‘then he has had no trouble whatever. 


Case IV.—A girl 17 years old was sent to the 
hospital by the attending physicians, having been 
sick thirty-two hours with agonizing pain and 
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obstinate constipation. She vomited excessively, 
the urine was negative, leucocytosis 23,200, and 
abdomen massively distended more on the right 
side. Her general condition was critical. A ten- 
tative diagnosis of mesenteric thrombosis was 
made and when the abdomen was opened a pe- 
dunculated pouch five inches long was ob- 
served bound in a coil of gangrenous intestine 
producing a volvulus. Two and a half feet of 
ileum was resected but the patient died in twelve 
hours. 

Case V.—A healthy pupil nurse nineteen years 
old was diagnosed as a case of subacute appen- 
dicitis. Only within the preceding year was 
there a history of slight abdominal pain and 
soreness, but for a week there were mild symp- 
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toms of distress with slight nausea. Urinaly- 
sis showed only a trace of albumin, while the 
leucocyte count was 8,700 and temperature and 
pulse were normal. Through a right rectus 
incision an atrophied appendix was removed 
and a Meckel’s diverticulum three inches long 
was excised and repaired as indicated by Figure 
No. 5. Convalescence was prompt and a cure fol- 
lowed. 

Case VI.—A three-year-old boy was referred 
to the hospital by the attending physician who 
had observed the vomitus as being fecal in appear- 
ance. He had suffered with abdominal distress for 
four days and vomited occasionally. His bowels had 
not acted in three days. He had an attack of 
vomiting seven months previously. The abdo- 
men was much distended, the coils of intestines 
being apparent through the thin abdominal wall. 
Urinalysis was negative and the leucocyte count 
was 9,806. He had some of the appearances 
of gastro-intestinal toxemia and was held for ob- 
servation for twelve hours at which time the 
diagnosis of acute intestinal obstruction was 
made. The leucocyte count remained unchanged. 
Through a midline incision there appeared a gan- 
grenous Meckel’s diverticulum the size of a hen 
egg (Figure 6) enwrapped by coils of intestines. 
The diverticulum was resected, and the patient 
died in twelve hours. 


CONCLUSION 


We have observed that adhesions which 
pull the periphery of the intestine to a 
more acute angle (Figure 6) do not neces- 
sarily interfere seriously with the function 
of peristalsis, but any slight angulation in 
the opposite direction with a narrowed lu- 
men (Figure 7) has a more serious ef- 
fect. This we believe happened in cases 2 
and 3, and in resections of diverticulum 
having broad bases this should be borne 
in mind. Enough of the stump should 
be left to avoid this effect, and infolding 
Lembert sutures should be applied in a 
line parallel with the gut instead of at 
right angles. 


DISCUSSION 


Dr. J. Shelton Horsley, Richmond, Va.—There 
are a great many deaths from intestinal obstruc- 
tions that occur as the result of Meckel’s diver- 
ticulum. I do not see how it is possibie to make 
anything more than a guess at its cause before 
operation, that is, as to a definite cause. When- 
ever you find a Meckel’s diverticulum it should 
be removed, just as most of us remove the appen- 
dix in operating for other abdominal conditions. 
I have adopted a simple technic that makes it 
quite easy. By putting a lateral blood vessel 
clamp on the base of the diverticulum, it can be 
cut off and sutured over with catgut to control 
the bleeding and another row of linen sutures is 
placed over that. It does not take any longer to 
remove the appendix and it eliminates a decided 
source of danger. 


MEDICAL JOURNAL 


July 1923 


One thing I would like to mention in regard to 
intestinal resection. Almost every case is adapted 
to end-to-end union. That is undoubtedly the 
physiological method if it can be used without 
too much danger of obstruction. A great many 
experimenters on dogs, one of whom I an, will 
tell you that you cannot produce obstruction by 
turning in too much diaphragm in the bowel of a 
dog. That is true, but not in the human being. 
I have had two patients die from turning in too 
much diaphragm. We must remember that the 
intestine in the human being is much weaker 
than in the dog. A dog can overcome almost 
any diaphragm, but a human being cannot. 


There is a type of case in which you cannot 
satisfactorily do an end-to-end suture. The me- 
senteric space where the mesentery splits to en- 
velop the bowel should, of course, be clamped off 
and sealed before the bowel is opened. If that 
is small and comes up as a narrow space there 
is no trouble in the end-to-end, particularly if 
each space is not approximated to the opposite 
space. Then a peritoneal covering will come 
over on each surface. But if you have a very 
large space it is very difficult to secure an end- 
to-end union. If you shove up these spaces into 
the lumen you may have obstruction. In this 
type of case I think it is best to close the ends 
and do a lateral anastomosis. While this is not 
physiologic it is safer than the end-to-end, where 
you have a fat mesentery and a small lumen. 


Dr. G. T. Tyler, Greenville, S. C.—Several 
years ago, it was my fortune to attend the au- 
topsies, at Blockley Hospital in Philadelphia, _ 
for part of the summer. In seventy autopsies, 
there were four cases where Meckel’s diverticulum 
was found. I think that is the usual incidence. 
In none of these was there any connection be- 
tween the diverticulum and the umbilicus. An- 
other interesting point was that none of them was 
more than thirty-six inches above the ileo-cecal 
valve. The finding is frequent enough to make 
us be on the lookout for it and to examine the 
last yard of ileum when a laparotomy is done. 
If a diverticulum is found, removal is indicated, 
if it can be done without too much risk to the 
patient. 

As to diagnosis, it is a question whether it 
can be made accurately when the patient comes 
with acute symptoms. The thing to do is to be 
on the out-look for it, and to treat it when we 
find it. 


Dr. F. Webb Griffith, Asheville, N. C.—Last 
year I had two cases of Meckel’s diverticulum. 
The first was in a child about 17 months old, who 
was brought in with all the symptoms of a gen- 
eral peritonitis. We naturally thought of a rup- 
tured appendix. Operation revealed a normal ap- 
pendix, but a ruptured diverticulum. After 4 
stormy period of a ‘week the patient recovered. 

In the treatment of cases of diverticulum I am 
accustomed to put enterostomy clamps on the 
proximal and distal sides of the bowel, to cut off 
the diverticulum about a quarter of an inch from 
its base and then to suture it in the long axis of 
the bowel. In that way there is very little dan- 

ger of obstruction. 


5 
: 
| 
| 
| 
| 
— 
: 
| 
i 
} 
; 4 
4 
6 
| 
| 


Vol. XVI No.7 


Dr. Wm. T. Black, Memphis, Tenn.—The diver- 
ticula of which the author speaks are supposed to 
occur in about 2 per cent of people, usually within 
a short distance of the ileocecal valve, extending 
from the ileum. Diverticula are due to a failure 
of proper involution. In 98 per cent of people the 
omphalo-mesenteric duct is obliterated before 
birth, but in the remaining 2 per cent, parts of the 
duct remain and are present at birth. At times 
they remain patent throughout, and fecal matter 
comes through at the umbilical opening. In other 
cases they remain as a small cord, which is at- 
tached to the ileum and umbilicus. Where the 
diverticula are attached to the umbilicus, we find 
the most dangerous, as this is often attended with 
intestinal obstruction. The diverticulum assumes 
various shapes and sizes, but usually is smaller 
than the gut, and is open at the proximal end. 
These diverticula quite often concern the surgeon. 
In a great many cases of right sided pain a diver- 
ticulum is the cause. Im all chronic cases of 
right sided pain a search should be made for a 
diverticulum. In fact, a search should be made in 
all chronic abdominal lesions, especially where 
sufficient pathology is not found at the time of 
operation to account for the symptoms present. 
Intestinal obstruction is frequently due to a 
Meckel’s diverticulum. I have observed two such 
cases, and I have also previously reported two 
cases in which a tumor was growing from the 
distal end of a diverticulum. An x-ray barium 
picture will aid in making a diagnosis of the pres- 
ence of a diverticulum. A diverticulum as a rule 
should be removed, but I have observed one case 
where the diverticulum’s lumen was as large as 
the lumen of the ileum from which it sprang. 
Therefore, I did not see any reason for removing 
it. The fact that the feces in the ileum were liquid, 
and that the lumen of the diverticulum was as 
large as the lumen of the gut, and no peri-diver- 
ticular pathology was present, made me think it 
best not to remove this diverticulum. 


PEPTIC ULCER AND ITS SURGICAL 
TREATMENT* 


By M. J. HENRY, M.D., 
Louisville, Ky. 


Of all the pathological conditions to 
which the abdominal viscera are subject, 
none has been more widely discussed, or 
“a more interesting features than peptic 

cer. 

By the term “peptic ulcer” is meant any 
ulceration of the mucosa alone, or the 
mucosa and underlying layers of the wall 
of the stomach and first portion of the 
duodenum. Ulcers of the chronic type 

_usually involve the deeper layers of the 


wall of the viscus. Ulcers of the stomach 


_ 


*Read in the Section on Surgery, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 
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and duodenum are considered as one, be- 
cause of the fact that their etiology, symp- 
toms and treatment are very similar. 

This is a disease of early adult life, by 
far the greatest number of cases occurring 
between the ages of 20 and 40. Males are 
much more frequently affected than 
females, the proportion being about three 
of the former to one of the latter. It was 
formerly thought that the reverse was 
true but in recent years more accurate 
methods of diagnosis have disproven this 
contention by eliminating many cases pre- 
senting symptoms suggestive of ulcer, but 
really reflex in origin, from disease of the 
pelvic viscera. 

The factors underlying the development 
of peptic ulcer are, even to this date, rather 
obscure. Many theories as to its etiology 
have been advanced but none has received 
the uncontested support of the entire medi- 
cal profession. 

At present the most discussed theories 
are the hyperacidity, trophic and bacte- 
rial invasion theories. 

The hyperacidity theory had many ad- 
vocates at one time. However, the knowl- 
edge that chronic peptic ulcer could be 
coincident with achylia, and that many 
cases of marked hyperacidity did not show 
ulceration led many observers to look 
further in search of the cause. 


In 1915, Durante! demonstrated that 
peptic ulcers could be experimentally pro- 
duced by interfering with the nerve sup- 
ply of the mucosa, which in turn altered 
the blood supply, thus decreasing nutrition 
and rendering the tissue more subject to 
the digestive action of the gastric juices. 
Bevan? cites three factors in the pro- 
duction of ulcer, saying that “gastric juice 
with its power of digesting devitalized tis- 
sue, plus an area of lowered resistance, re- 
sulting usually from some injury or lesion 
of the blood vessels of the mucous mem- 
brane, plus the lowered resisting power of 
the individual, equals ulcer.” Brown*® 
quotes the theory first advanced by Vir- 
chow, “that ulcers are produced by the 
digestion of a certain portion of the 
mucosa by the proteolytic enzyme of the 
stomach, or its destruction by the corrod- 
ing effect of the hydrochloric acid.” 


Rosenow!, in his work on the selec- 
tive localization of streptococci, has ex- 
plained the formation of peptic ulcer as 
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being due to the hematogenous invasion 
of the submucosa by streptococci. After 
having so frequently found streptococci in 
the depths of ulcers excised at operation 
and having produced peptic ulcers in lab- 
oratory animals by the intravenous in- 
jections of cultures of streptococci, he con- 
cludes that these facts “constitute good 
evidence that streptococci are not merely 
accidental or secondary invaders of the 
tissues, but are commonly the original 
cause as well as an important factor pre- 
venting the healing of the ulcer.” The 
great attention clinicians give to the 
eliminating of all foci of infection attests 
the seriousness with which they consider 
this theory. 

The symptoms enumerated by one suf- 
fering from a peptic ulcer are usually of 
such a characteristic nature that many 
patients are said to present an “ulcer com- 
plex.” Some, however, do not have such 
a uniform set of symptoms, and in these 
the diagnosis is sometimes difficult ‘to 
make. They are said to have an irregular 
ulcer history, such a one as is frequently 
found in gastric complaints of reflex 
origin. 

It may be said, with reasonable safety, 
that a gastric ulcer cannot be differenti- 
ated from a duodenal one by subjective 
symptoms alone. Graham’, though stat- 
ing many points in the analysis of 
‘the history, which influence the clinician 
in deciding as, to the localization of an 
ulcer, says: “He who meets defeat again 
and again at attempts at ulcer localiza- 
tion, will in time, even when the symptoms 
have met most of his requirements, come 
to feel less sure of his diagnosis than is 
comforting.” 

The so-called ulcer history is one in 
which the patient states that he has pain 
in the epigastrium, coming from two to 
five hours after eating; coming in at- 
tacks lasting from a few days to several 
months; and relieved by taking food or 
alkalis. In varying frequency, to these 
symptoms are added: seasonal influence, 
sour eructations or regurgitations, vomit- 
ing, hematemesis, and the passage of tarry 
stools. All these may be present in one 
case, though usually one or more of them 
is not found. Peptic ulcers sometimes 


have very irregular histories, and this is 
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especially true of gastric ulcers, chronic 
inflammation of the gall-bladder often 
leading to a diagnosis of ulcer. A case 
recently coming under the writer’s ob- 
servation very clearly demonstrates the 
irregularity of some histories of peptic 
ulcer. 

This was a woman, 48 years of age, present- 
ing a history of rather marked aching in the 
left upper quadrant; no food ease; some ease 
from whisky; occasional vomiting; and some- 
times pain at night. 

Physical examination was negative except for 
the presence of tenderness and rigidity in the 
left upper quadrant. The blood examination 
showed: hemoglobin, 96 (Dare); erythrocytes, 
4,860,000; leucocytes, 16,700; polymorphonuclears, 
74.5 per cent; and otherwise negative. Urinalysis 
was negative. X-ray of the gall-bladder and 
urinary tract was negative. X-ray of the stom- 
ach and duodenum showed a deformity of the 
duodenal cap. X-ray diagnosis, duodenal ulcer. 

This patient was operated upon by Dr. Irvin 
Abell, and an ulcer with marked induration 
was found on the superior and posterior walls 
of the duodenum. A posterior gastro-jejunos- 
tomy was done. The stomach, left lobe of liver, 
spleen, left kidney and left diaphragm were 
negative to palpation. The gall-bladder was 
thin walled and showed cobweb-like adhesions to 
the omentum and transverse colon. The patient 
took the anesthetic poorly, and because of her 
condition the appendix was not examined. ; 

The day following the operation the patient 
stated that she was more comfortable than she 
had been for months, and she has remained 
symptom-free since the operation, a period of 
four months. 

A carefully taken history usually leads 
the clinician to a correct diagnosis in 
ulcers of the stomach or duodenum. How- 
ever, it is to the laboratory that the 
diagnostician turns for support for his 
conclusions. Of the laboratory examina- 
tions which shed light upon this condition, 
the analysis of the gastric contents, and 
the roentgen examination are the more 
important, the latter being the most im- 
portant. 

The gastric analysis may show an hy- 
peracidity, a retention of food particles 
from a Riegel meal, or the presence of 
blood, which are strong corroborative evl- 
dence of the presence of ulcer. 

The x-ray very frequently gives posi- 
tive evidence of the presence or absence 
of ulcer, and when present, oftentimes, 
accurate localization of the lesion. Car- 
man® states that from July 1, 1918, to 
Jan. 1, 1919, 343 patients upon whom a 
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diagnosis of peptic ulcer has been made 
at the roentgen examination, were op- 
erated upon. At operation 333 showed 
the presence of peptic ulcer, a percentage 
of correct diagnosis of 98.21 per cent. 
Could any other method alone show such 
a high percentage of correctness? It is 
the writer’s opinion that the x-ray is of 
value in the diagnosis of peptic ulcer, in 
inverse ratio to the knowledge the roent- 
genologist has of the other clinical aspects 
of the case he is studying. When the 
roentgen diagnostician knows nothing of 
the history of the case he can give an opin- 
ion based upon the x-ray examination 
alone, and this is of more value to the 
clinician who must correlate all the clini- 
cal and laboratory data. 


For many years there has been a very 
wide divergence of opinion existing be- 
tween the gastro-enterologist and the 
treatment indicated in these cases, the 
gastro-enterologist looking upon prac- 
tically all of them as being amenable to 
medical treatment, and the surgeon feel- 
ing that the great majority should be 
treated by operation. While, in the past 
few years there has been a gradual draw- 
ing nearer of the surgical and medical 
opinions, the extreme views are, however, 
still held by some. After a study of the 
indications for the surgical treatment of 
ulcer, as given by Sippy‘ in a recent arti- 
cle, one concludes that in that author’s 
opinion very few cases of peptic ulcer 
should be treated surgically. On the other 
hand, Deaver'’, in an article of recent date 
maintains that nearly all cases eventually 
require surgical treatment. Many sur- 
geons now advise a thorough course of 
treatment such as that known as the Sippy 
treatment, before any surgical procedure 
is attempted. 

Unt'l recently there was not much dif- 
ference of opinion among surgeons as to 
the proper type of operation to employ 
in the usual cases of peptic ulcer. It was 
the more or less rare types of ulcer, or the 
complications of ulcer, that furnished the 
surgeons a topic for controversy. Latter- 
ly, however, many surgeons are question- 
Ing or deprecating the more or less estab- 
lished rules for treating ulcers, especially 
those occurring on the duodenal side of 
the pylorus. The treatment of gastric 
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ulcer has not been the cause of so much 
argument, because of the more or less 
universally accepted theory, or fact, that 
gastric ulcers often undergo carcinomat- 
ous changes and consequently any treat- 
ment that fails to eliminate the ulcer falls 
decidedly short of be!ng ideal. 

Since Finney, 20 vears ago, described 
his technic for treat'ng ulcers near the 
pylorus, he and his disciples were, for a 
long time, practically the only objectors, 
in this country, to the more or less gen- 
erally accepted belief that a _ gastro- 
enterostomy was the operation of choice 
in ulcers near the pylorus. However, in 
recent years the supporters of this pro- 
cedure have found more opponents, main- 
ly due to the realization that a gastro- 
enterostomy does not always accomplish 
the desired result. 

Duodenal ulcer is now treated surgically 
by about five different types of opera- 
tion: (a) excision of the ulcer; (b) gas- 
tro-jejunostomy; (c) pyloroplasty; (d) 
gastro-jejunostomy with excision or cau- 
tery of the ulcer; and (e) pyloroplasty 
with excision or cautery of the ulcer. 

Simple excision of a duodenal ulcer is 
indicated only in those ulcers occurring at 
a distance of one-half inch or more from 
the pylorus, and situated on the anterior 
duodenal wall. When indicated, the op- 
eration described by Judd®, that of ex- 
cising the ulcer by means of an eliptical 
incision made transverse to the long axis 
of the bowel, is a practical one. 

Gastro-jejunostomy alone, was, for a 
long time, considered the most rational 
operation for duodenal ulcer. However, 
there are now many surgeons who have 
changed their opinions and advocated 
other operations in its stead. W. J. 
Mayo'’, who, with his associates at the 
Mayo Clinic, has been a strong advocate 
of a simple gastro-jejunostomy, says that 
as satisfactory results can be obtained 
without the excision of the ulcer in 90 per 
cent of the cases, it is of questionable 
advisability to subject the one hundred 
to the added danger of an excision merely 
to save the ten from a second operation. 

The advantages of a gastro-enterostomy 
are that the usually hyperacid condition 
of the stomach is overcome by the passage 
of the alkaline intestinal fluid into the 
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stomach, thus controlling the spasmodic 
condition brought on by the excessive 
acidity, and the promotion of a more rapid 
emptying of the gastric contents. This 
operation is most successful in those cases 
showing gastric retention. The argu- 
ments advanced against gastro-enteros- 
tomy are that it leaves the symptom-pro- 
ducing ulcer, and subjects the mucosa of 
the jejunum, which is normally bathed 
with an alkaline secretion, to the trauma of 
an hyperacid secretion, which in from two 
to three per cent of the cases produces a 
gastro-jejunal ulcer. This sequela oc- 
curred in 1.3 per cent of 3,700 cases re- 
ported by Eusterman!!. 


Pyloroplasty has recently been advo- 
cated by an increasing number of sur- 
geons. The fact that there is less dis- 
turbance of the normal anatomical ar- 
rangement than after gastro-jejunostomy, 
and consequently the danger of gastro- 
jejunal ulcer is eliminated, is the chief 
reason for its growing popularity. Fin- 
ney!’ has, for years advocated this opera- 
tion, with excision of the ulcer in certain 
cases of ulcer near the pylorus. Horsley* 
has described a type of pyloroplasty which 
he thinks is applicable to many cases of 
peptic ulcer, even those with obstruction, 
and constricting bands on the posterior 
wall. He't has recently reported 43 cases 
so treated. He states that when adhe- 


-sions to other viscera than the gall-bladder 


are present the operation is not indicated. 


A gastro-enterostomy or a pyloroplasty 
is often combined with an excision or 
cautery of the ulcer. When the ulcer is 
easily accessible the excision method can 
be used. Those ulcers which cannot be 
easily excised can oftentimes be destroyed 
by the actual cautery. The destruction or 
removal of the ulcer eliminates one ob- 
jection to a gastro-enterostomy, and adds 
one advantage to a pyloroplasty. 


In operations for gastric ulcers, four 
procedures may be followed: gastro- 
jejunostomy, gastro-jejunostomy w.th ex- 
cision or cautery of the ulcer, pylorectomy 
and sleeve resection. . 

Gastro-jejunostomy, alone, is indicated 
only in cases where the ulcer cannot be 
reached to excise or cauterize it, and in 
cases in which the patient’s condition does 
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not justify the, added time and risk to 
do more. 

Ulcers on the anterior wall, on the great- 
er curvature, or on the lesser curvature, 
or even on the posterior wall, situated at 
a distance from the pylorus can be treated 
by excision or cautery of the ulcer, fol- 
lowed by a gastro-jejunostomy. 

In large ulcers, which are not adherent 
to surrounding viscera, a sleeve resec- 
tion may be done. This operation is 
usually feasible in ulcers of the pars media 
only. 

When the patient’s condition permits, 
ulcers near the pylorus are best treated 
by pylorectomy. When the condition of 
the patient is critical the operation may 
be done in two stages, using the Billroth 
No. 2 method. This operation consists of 
an excision of the pyloric portion of the 
stomach, inverting the cut end of the 
duodenum, and the stump of the stomach, 
and then doing a gastro-enterostomy. It 
may be done in one or two stages. 

The Polya type of pylorectomy has some 
advantages over the Billroth operation, 
especially when done according to Bal- 
four’s modification. Horsley’ states that 
the Polya type of pylorectomy has chiefly 
three advantages in that it “Enables more 
of the stomach to be removed, because the 
wound by the old technic was infolded 
and carefully sutured, which takes at least 
an inch more of the stomach than when 
sutured directly to the jejunum; the nu- 
trition of the stump of the stomach is 
augmented by applying to it a loop of 
jejunum whose blood supply has been un- 
impaired; and the time of the operation 
is shortened by removing the necessity for 
gastro-enterostomy.” Woolsey’® has 
stated that in his hands the Polya opera- 
tion has been the most satisfactory of all 
operations for peptic ulcer. 

Simple excision of a gastric ulcer, is 
now rarely performed because of the fact 
that a large percentage of patients so 
treated, later required a gastro-enteros- 
tomy. 

Acute perforation of an ulcer, is one 
condition in which all clinicians agree that 
an immediate operation is indicated, the 
percentage of recoveries being in propor- 
tion to the length of time elapsing between 
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the perforation and the operative closure 
of the opening. 

It has long been a disputed question 
among surgeons whether or not simple 
closure of a perforation is all that is re- 
quired in the surgical management of 
acute perforation. Those favoring the 
closure, without gastro-enterostomy, argue 
that many cases of acute perforation were 
previously free from any symptoms of 
chronic ulcer, and consequently, the per- 
foration is the only feature requiring 
treatment; and that to do a posterior gas- 
tro-jejunostomy increases the danger of 
peritonitis, and also requires an unneces- 
sary addition of time for completion of the 
operation. The advocates of closure fol- 
lowed by gastro-enterostomy answer these 
objections by saying that the peritonitis 
following the perforation is general, and 
consequently cannot be increased by mak- 
ing a new opening in the stomach; that 
the performance of a gastro-enterostomy 
requires a very few minutes; that it by 
altering the reaction of the gastric con- 
tents rermits more permanent healing of 
the ulcer; and that it avoids the _ possi- 
bility of a secondary operation. 

Surgeons are now beginning to realize 
that many of the unsatisfactory results 
met with in the past have been due to 
their failure to appreciate the fact that 
the patient was not cured as soon as the 
operation was completed; and that many 
cases of return of symptoms were due to 
a too rapid return of the patient to a 
regular diet. 

To insure a higher percentage of symp- 
tom-free cases following the surgical 
treatment of ulcer, it is necessary that, 
for months after the operation, the patient 
be kept under observation, preferably by 
a competent internist, who can so regulate 
his habits and diet as to avoid the danger 
of post-operative ulcerations, by control- 
ling the amount of food taken at one 


. time, by avoiding foods which stimulate 


the flow of hydrochloric acid, and by the 
administration of alkalis to diminish the 
acidity of the peptic area should an hyper- 
acidity exist. 
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DISCUSSION 


Dr. Irvin Abell, Lowisville, Ky.—Accurate and 
definite knowledge regarding the etiology of pep- 
tic ulcer is not at hand. If the etiological fac- 
tors that enter into the formation of peptic ulcer 
were all embraced or comprised in the one, small, 
circumscribed area in which ulcer begins, the 
excision of that would give us uniformly good 
results. We know from experience that this will 
not occur. Upon the fact that ulcers recur, both 
multiply and singly, is based the indication that 
there is something more than -the pathology in 
the mucosa. If we accept the hematogenous 
idea, as presented by the essayist with others, 
then we can accept the recurrence of ulcer after 
it has been cured, as further blood borne infec- 
tion, but the type of ulcer that occurs in the 
jejunum after gastro-enterostomy does not lend 
itself to such an explanation, 


Again, one will observe cases from time to time 
that would lend credence to the contention made 
by some that peptic ulcer is but the expression 
of an underlying constitutional condition. Six 
years ago I did a sleeve resection for a chronic 
ulcer of the pars media of the lesser curvature. 
We had complete relief, but only temporarily. In 
15 months this man returned presenting symp- 
toms of ulcer. At the second operation multiple 
ulcers were found both proximal and distal to 
the former line of resection. Surely such an ob- 
servation as this must lead one to think that 
there is something more than a local condition in 
such instances which gives rise to such a wide- 
spread recurrence of lesions. The unrest that 
exists in the profession today regarding the 
method of treatment of ulcers I think indicates 
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quite clearly that neither medicine nor surgery 
will cure all of them. 


In our practice the operability is determined 
by two factors: the clinical history and the x-ray 
findings. The duration, chronicity, the hemor- 
rhage, marked change in the stomach or duodenal 
wall as evidenced by x-ray examination, the in- 
terference with stomach drainage, the presence 
of disturbance of gastric function to such a de- 
gree that the strength and health of the in- 
dividual are impaired, are to us clear indica- 
tions that surgery in that particular group is 
the treatment of choice. In the beginning, the 
acute ulcers, those in which the history is of 
short duration, those in which there is no 
marked bleeding, those in which the disturbance 
of gastric function is still commensurate with 
activity of the individual, not interfering with 
his ability to work or his strength, these we feel 
can be treated about as satisfactorily by medi- 
cine as by surgery and should have the benefit 
of that treatment. I grant you that such symp- 
toms will not always conform to the pathology 
that is present since it is practically impossible 
to correlate correctly the degree of symptoms 
with the extent of disease, without the aid of 
ocular inspection. Some cases of marked in- 
filtration give a small amount of symptoms while 
others with a small ulcer defect will cause marked 
symptoms. I have seen perforation of a duodenal 


ulcer in a patient who was just out of bed where 
he had been for six weeks under treatment for a 


mild but definite ulcer syndrome. He was ap- 
parently free of symptoms and started to work, 
but a perforation occurred on the way, to his 
office. Such a clinical distinction, I grant, 
will not conform to the degree of pathology that 
is actually present. 


When we come to the form of operation, as 
indicated by the essayist, we shall have much dif- 
ference of opinion for the reason that the vary- 
ing pathology present when the abdomen is 
opened will not always be amenable to any one 
type of operation. It must be adapted to the 
condition found upon opening the abdomen. . If 
feasible the ulcer should be removed or destroyed. 
In a perforation of a duodenal ulcer into the 
head of the pancreas or a calloused ulcer involv- 
ing the head of the pancreas, this would institute 
such active trauma that its use would be pro- 
hibitive and we have to be content with less. 
In the ulcers of the anterior duodenal wall we 
have employed excision without attempting pos- 
terior gastro-enterostomy. That particular series 
has given us satisfactory results to such a de- 
gree that we shall continue to employ such a 
procedure in ulcers so situated. In the duodenal 
ulcers that are not accessible we shall have to 
depend upon gastro-enterostomy; but here you 
will find that notwithstanding the assistance of 
our medical friends, and they give us great as- 
sistance, they will not all get well. I have seen 
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one case of fatal hemorrhage in such a ease, 
In the ulcers situated at or near the pylorus 
some type of pyloroplasty, particularly where 
the localization and accompanying pathology per- 
mit of mobilization and suture, I think is the 
ideal operation. It permits of removing the ulcer 
and gives drainage. It does not destroy the 
anatomic relations to any degree and the few 
we have done have given us satisfaction. 

The type of ulcer that has given us trouble has 
been the chronic inflammatory ulcer along the 
lesser curvature near the pylorus and we have 
concluded that in this the only operation that 
will be satisfactory is the one described by the 
essayist as the Billroth No. 2 or the Polya. This 
goes back years ago but in these ulcers on the 
gastric side of the pylorus there is hardly any 
other operation that will so satisfactorily take 
care of them. 

The sleeve resection, as indicated by the essay- 
ist, will take care of those large calloused ulcers 
in the lesser curvature, whereas resection with 
a cautery or knife, accompanied by posterior gas- 
tro-enterostomy gives satisfactory results in a 
majority of cases in which the ulcer is situated 
elsewhere. 


We have confined our treatment of perfora- 
tion chiefly to mere closure and most of the 
patients have remained symptom-free, the clos- 
ure of the perforation alone being enough to re- 
lieve the symptoms. 


Following the publication of Deaver’s paper 
some years ago we began doing a posterior gas- 
tro-enterostomy in the cases in which the loca- 
tion of the ulcer was such that it formed a 
marked obstruction to the drainage. All of the 
patients so treated recovered and, with the ex- 
ception of one, they are symptom-free. 


Finally, I wish to make the statement that as 
my experience with peptic ulcer has become 
greater, my conviction has become more firm 
that it is not a medical or surgical proposition 
but that it belongs to both fields, and that only 
when the physician and surgeon collaborate in 
the preparation and treatment of the patient, 
and in the after-care and management of the 
patient, when you realize that the surgery, as 
expressed by the Chairman in his splendid ad- 
dress, is a means of permitting proper supervis- 
ion of diet and proper after-treatment, then only 
will we obtain the most satisfactory results. 


Dr. Lucius E. Burch, Nashville, Tenn.—This 
subject, at the present time, is the battle ground 
between the internist and the surgeon. I am of 
the opinion, as expressed by Dr. Abell, that these 
cases should be managed by both the internist 
and the surgeon, and I might also add, the 
roentgenologist. There has been much confusion 
in the past, due to the fact that many intern- 
ists have treated patients with so-called ulcers 
where ulcers really did not exist, and the sur- 
geon, not so many years back, has operated upon 
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cases where ulcer was not visible and of course 
with poor results. 

In my discussion I shall limit myself to the 
treatment of this condition. I think both surgeon 
and internist will agree that the medical man 
should be given an opportunity to treat these 
cases first, and then if under proper medical 
supervision for a certain period of time the 
patient does not improve, the case should be 
referred to the surgeon. 

I also take the view that in case of perfora- 
tion a gastro-enterostomy should not be per- 
formed. The most important thing of all to be 
remembered is to save life, and the majority of 
cases that perforate will get well and remain well 
after the ulcer is closed. 

It is impossible to lay down a hard and fast 
rule in regard to the selection of the operation 
and I do not believe we shall settle this prob- 
lem at this meeting. Dr. Horsley, of Richmond, 
a member of this Section, has brought out an 
excellent operation for pyloroplasty, but it is 
applicable in only a limited number of cases. 
The results, however, in this limited number have 
been excellent. The ideal operation, of course, 
is the removal of the ulcer-bearing area. It is, 
however, an operation of a higher mortality than 
gastro-enterostomy or pyloroplasty, and for this 
reason it cannot always be used. At the present 
time I am of the opinion that the majority of 
cases are better handled by the removal or de- 
struction of the ulcer, supplemented by a gastro- 
enterostomy. I feel that the last suggestion 
which the essayist made in his paper is a most 
important one, that regardless of the operation 
performed, the patient should be placed under 
careful medical supervision for quite a period 
of time following the operation. 


Dr. Charles G. Lucas, Louisville, Ky.—Two 
things, to my mind, must be considered in peptic 
ulcer: first, the causative factor; and second, 
the question of chronicity. It is possible that 
peptic ulcer is merely the local manifestation of 
a systemic condition, as Dr. Abell suggested, but 
is it possible that we can examine these cases 
and determine the chronicity of the ulcer? I 
think Smithies, of Chicago, has proved by his 
research that many ulcers existing only a few 
weeks were hard and firm, while others dating 
back over many years were soft. Another thing, 
we get certain results following operation, pri- 
marily because of the operation, secondarily be- 
cause of the rest. It has been extremely difficult 
in my work to get these patients to take sufficient 
rest and I venture to say that if statistics were 
prepared upon the number of weeks spent in 
bed by these patients at any previous time we 
might understand this better. 

What influence do the general habits of life 
have on these ulcers? I have now under treat- 
ment an Englishman who has the history and 
clinical findings of ulcer dating back 15 years. 
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He is now 37 years of age. His previous his- 
tory gives several attacks of tonsillitis. At the 
time of the war he left Louisville aad went into 
the English army. He served with it for four 
years, going: “over the top” and living in the 
trenches during much of the time, but had no 
trouble. After his discharge he had some trou- 
ble again and has a fine collection of x-ray 
pictures from gastro-enterologists both in Eng- 
land and America. When I went over him 
thoroughly and suggested to him that the only 
sensible thing to do was to submit to an opera- 
tion he refused very promptly, and that is often 
the case. 

Now, what effects do we get from treatment? 
In the hands of a capable surgeon we get the 
best, of course; but the gastro-enterologist sees 
many cases that have had poor surgery and it 
is the poor surgery that gives us the bad im- 
pression. 

I would like to correct something Dr. Abell said 
about his case of sleeve resection. I had seen 
the patient eleven years ago and he was operated 
upon six years ago. The results from opera- 
tion were perfect but his habits could not b2 
controlled. Every Saturday night he played 
poker and indulged in his favorite tipple, Tom 
and Jerry. Since his second operation, which 
showed the beautiful result of the first, he has 
been doing better. 

I heard Dr. Trout’s address and was much 
struck by the remark that after a patient was 
put in shape by the surgeon, his medical man 
should take care of him. I wish to endorse 
that heartily and I also wish to endorse the 
remarks of the essayist and the two who dis- 
cussed it, about constant treatment following 
operation. 


Dr. J. B. McElroy, Memphis, Tenn.—Uncom- 
plicated ulcers I think should be subjected to 
medical treatment, and many of them will get 
well. Those which are complicated should be 
referred to the surgeon and the only quarrel I 
have with the surgeon now is that when these 
cases are referred to him it is thought this is all 
that is necessary to effect their cure: I find 
that after they have been operated upon there 
is often a great deal of complaint and a great 
deal that is lacking in the care of these conditions. 
The key-note of treatment as was so well ex- 
pressed by Dr. Abell, is that uncomplicated ulcers 
should be submitted to medical treatment and 
those which are complicated should be subjected 
to surgery; and then these patients should be 
carefully supervised medically following opera- 
tion. 

Dr. Richard A. Barr, Nashville, Tenn.—I hate 
to introduce a discordant note into this discus- 
sion when it seems that the internists and 
surgeons are ready to make peace. With regard 
to the discussion as to when an ulcer becomes 
surgical it is only in the clinics that there is any 
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difficulty about a surgeon’s deciding whether a 
case is surgical or not when it comes to him. If 
he is associated with an internist then he may 
see cases sufficiently early for there to be some 
chance for discussion. I have a surgical prac- 
tice without any associate and when any case 
comes to me it is usually apparent that it is 
one for surgery. Mayo has said that an ulcer 
becomes surgical when it has had nine or ten 
complete medical cures. Judging from the dis- 
cussion here we now have added to that a surgical 
cure and then the tenth or eleventh medical 
cure. At the Mayo Clinic they are building a 
kitchen to teach these patients how to cook and 
how to live after being operated upon. That is 
quoted from a statement by W. J. Mayo in the 
Journal of the American Medical Association, 
July 1, 1922. That is rather intricate and ex- 
pensive and many people cannot live up to it. 
The proper procedure is for the surgeon to do 
enough surgery to cure his patient. It is true 
thet these patients have often bled until they 
are so anemic that transfusion and medicine will 
not get them in shape for the complete opera- 
tion you wish to do, and in such cases you may 
have to do two or three successive operations. 
Such multiple operations I believe are justifiable. 
However, I do not believe you can justifiably do 
an operation under ordinary conditions that car- 
ries only 70 or 80 per cent of cures, and then 
have the others come back for further surgery. 
It would be of great interest to know some- 
thing about the etiology of ulcer. We have dis- 
cussed etiology extensively this morning but very 
little is known about it. We always discuss it 
in great detail but we really know nothing about 
it except that ulcer of the stomach is usually 
associated with hyperacidity, and our effort in 
treatment is to try to lower that. We do know 
that there is some association between acidity 
and ulcer, and between these and the pyloric 
‘end of the stomach, and we know that if a 
pylorectomy is done we are not troubled further 
with peptic ulcer. 

Our surgical effort should be to remove the 
ulcer and to try to prevent the formation of oth- 
ers, in the suture line or anywhere else. To 
cure an ulcer by surgery you have to resect it, 
that is if you are going to be sure to cure it. 
If you are going to prevent the development of 
other ulcers you have to do a pylorectomy, no 
matter where the ulcer actually present may be 
located. No matter what your opinion may be 
with regard to the “gastrin” theory you will ad- 
mit that if you remove the pyloric end of the 
stomach you will not likely have further trouble 
from ulcer. Moynihan has done 118 partial gas- 
trectomies for gastric ulcer with two deaths, 
and if he can reach that mortality others can. 
Nobody will dispute the benefit of partial gas- 
trectomy. If the ulcer is located on the gastric 
side of the resected area you have to remove 
that in addition. 


In ulcer of the duodenum you can resect or 
burn it out and so get rid of the ulcer itself. If 
you do a gastro-jejunostomy in addition you have 
a possibility of the formation of a jejunal ulcer 
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either at the line.of suture or lower down with 
of course a chance for recurrence of duodenal 
ulcer. If you do the Finney operation, gastro- 
duodenostomy, you do not do anything for the 
patient that you can visualize unless you remove 
the ulcer. You do not do any good by enlarg- 
ing the gastro-duodenal opening for the stom- 
ach empties too rapidly anyhow in the majority 
of instances. Those duodenal ulcers that sit up 
on the anterior wall and are easy to get 
at for resection do not come to me. They go 
to the clinics or at least do not come to me. It 
is recommended to resect duodenal ulcers where 
“feasible” but two-thirds of the ones I get hold 
of are not amenable to resection by Finney’s 
method or any other, and in addition, this im- 
movable ulcer is the very type that does the least 
good with simple gastro-jejunostomy. The value 
of the ordinary advice for the surgical treatment 
of ulcer fades into insignificance when you get 
the ulcers that come to me. I believe a partial 
gastrectomy is just as clearly indicated in duo- 
denal ulcer as in gastric ulcer. You cannot 
always include the ulcer in the excised area but 
you get rid of that part of the stomach that 
breeds ulcer and you put the ulcer itself at com- 
plete rest so it is not troubled any further by 
muscular movement or acid secretion. You can 
do the Billroth No. 2 or the Moynihan procedure, 
as you choose, but for duodenal as well as gas- 
tric ulcer, I believe the only real treatment is 
partial gastrectomy. 


Dr. Robert L. Sanders, Memphis, Tenn.—The 
proof of the pudding is in the eating and the 
proof of the method of operation is the way the 
patient gets along afterward. Nashville men 
are going strong on excision of the ulcer. Dr. 
Barr says certain types of ulcer come to him 
but in Memphis we see the ones in which we 
cannot afford to do pylorectomies if they are 
on the duodenal side. Often much edema is 
present and leakage may follow. One is liable 
also to encroach upon the common duct _and 
other important structures. It seems entirely 
useless to do so much and to add an additional 
mortality percentage, when a simple gastro- 
enterostomy will suffice and, in fact, be much 
better. 

I wish to register myself as opposed to re- 
sections when the ulcer is duodenal. A gastro- 
enterostomy, with or without enfolding the ulcer, 
will usually be effectual. Pyloroplasty may be 
used in selected cases. Dr. Horsley has given us 
something that is apparently an improvement 
on the old Heineke-Mikulicz operation. — The out- 
standing feature of his modification is the ex- 
tension of the incision further on the gastric 
side. His case reports are few but good. I am 
looking forward with much interest to the end 
results of his cases. 

There is one typé of case which has not been 
referred to at all this morning and that is the 
large ulcer on the lesser curvature near the 
cardiac end, referred to recently by Moynihan 
in his little book. We have seen a few cases 
and the handling of them has given us much 
concern. 
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In such ulcers situated there the infiltration 
and edema are so pronounced that sleeve resec- 
tion or any type of operation is almost prohib- 
itive from the standpoint of mortality. Moynihan 
has advocated leaving the ulcer alone, putting in 
a jejunostomy tube and feeding the patient for 
a certain time through this tube to permit the 
ulcer to undergo spontaneous healing. We have 
had such a case recently, where there was de- 
lay in emptying in the lower pouch, so we added 
a posterior gastro-jejunostomy to drain the lower 
pouch well, and then fed the patient through 
the tube. She has gained 15 pounds in weight, 
has taken nothing by mouth in 90 days, is 
perfectly comfortable and we feel she is going 
on to complete recovery. The internist has 
been disappointed in the treatment of this 
type of case and the surgeon has been dis- 
appointed also because the ulcer is inaccessible. 
Moynihan in his little book has stated that he 
has done three sleeve resections, that they all 
produced contracture and he condemns the pro- 
cedure. Our experience has not been so bad but 
it has produced a contraction approaching an 
hour-glass in the third case of our series. It 
may be similar to the one mentioned by Dr. 
Abell and the patient may again be approach- 
ing the formation of ulcer at that point. At 
any rate, our sleeve resections have not been en- 
tirely satisfactory. 


TENDON TRANSPLANTATION* 


By WyatTT S. RoBERTs, M.D., 
Birmingham, Ala. 


The purpose of this paper is not to out- 
line in detail the technic of any one op- 
eration or to report any entirely new pro- 
cedure, but to set forth a few salient points 
that have proved of actual worth to the 
writer in this particular field of surgery. 


Since the introduction of subcutaneous 


.tenotomy in 1831 there have been many 


operations devised upon tendons for the 
prevention and correction of deformities. 
Indeed, surgery of tendons has favorably 
kept pace with the rapid progress in other 
lines of surgery. 

While admitting that some noteworthy 
advances were made in this work in the 
last half of the past century, we know that 
during the past twenty years more advan- 
tageous procedures were devised and more 
brilliant results obtained than in all the 
preceding years. 


*Read in Section on Bone and Joint Surgery, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 
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Tendon transplantation finds its widest 
application and greatest usefulness in the 
residual paralyses of poliomyelitis, in the 
paralyses of traumatic origin, and to a 
less extent in spastic paralyses. 

It would seem, from the immense vol- 
ume of literature written on the various 
phases of the subject in recent years, that 
there would be little remaining to be said. 
Always a_ fascinating subject, full of 
promise and possibilities, tendon trans- 
plantation lends itself admirably to the 
experimental, creative mind of the surgeon 
with a mechanical tendency, but it is grad- 
ually reaching its level of efficiency and 
the future will witness more conservatism 
and the limitations will become more ac- 
curately defined. 

Procedures of the most ingenious sort, 
which promised much at first, have been 
tried and for some reason or other have 
been found useless and been promptly 
discarded. Some, having enjoyed a short 
period of popularity and apparent useful- 
ness, are gradually being abandoned and 
soon will be only of historical interest. 
Others, fortunately, have proved to be so 
practical in application and pleasing in 
results that they deserve to be and will 
be constantly used in correction of vari- 
ous paralytic deformities. While the field 
is open for the development of new ideas— 
and investigation should be eneouraged— 
the writer feels that we should take stock 
of what we have, accept operations of 
proven worth and endeavor to improve 
the results of these by more judicious se- 
lection of cases, by more nearly perfect 
technic at operation, and by better after- 
treatment. 

Tendon transplantation in the strict 
sense of the term means transference of 
the insertion of a tendon from one bony 
point to another. Tendon grafting, 
while very closely related to transplanta- 
tion, means implantation of one tendon 
into another. Both procedures are in- 
tended to improve existing muscular func- 
tion by restoring muscle balance. 

To achieve the greatest possible success 
in this field of surgery one must be able 
intelligently to select cases favorable for 
transplantation. One must understand 
the basic principles involved and be able 
skilfully to execute them at the time of 
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operation. One must be in position to 
perform or closely supervise the after- 
treatment for a reasonable length of time. 
Many attempts to improve muscle balance 
have failed because one or more of the 
three above requisites did not obtain. A 
large number of failures could have been 
prevented had the surgeon realized before- 
hand that the muscle whose tendon was 
to be transplanted could not possibly per- 
form the function of the paralyzed muscle 
because of its lack of strength. Other 
failures could have been avoided had the 
surgeon perfected himself in the intrica- 
cies of the procedure. Still other failures 
are credited, not as a result of an unfavor- 
able subject, or lack of skill in execution, 
but to imperfect after-treatment. When 
one or more of these conditions exist, what 
might have been under different circum- 
stances a brilliant success, pleasing to 
both the surgeon and patient, actually 
terminates in utter failure with its at- 
tendant disappointments. 

It is generally conceded by orthopedic 
surgeons that the transplantations most 
likely to succeed are those at the knee, at 
the ankle and foot, and in the forearm and 
hand. Another accepted fact is that it is 
better to utilize, when possible, a muscle 
analogous in function to the muscle to be 
replaced; better still, a muscle with the 
same nerve supply. However, this is not 
‘ absolutely necessary. A flexor to replace 
a flexor, an extensor for an extensor is 
desirable, but a flexor may be made to 
perform the function of an extensor and 
vice versa. 

From the study of results in about 160 
eases of tendon transplantations, the 
writer is convinced that the procedures 
which yield good results most consistently 
are the following: 

Transplantation of the peroneus longus 
into the insertion of the anterior tibial in 
talipes valgus; transplantation of the tibi- 
alis anticus into the outer aspect of the 
dorsum of the foot in talipes varus; trans. 
plantation of the extensor communis digi- 
torum and extensor longus hallucis into 
the dorsum of the foot in cases of mod- 
erate cavus with hyperextension of the 
toes; the peroneus longus and the flexor 
longus hallucis into the os calcis to rein- 
force the calf group, but not to replace 
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these muscles when completely paralyzed; 
and transplantation of the biceps femoris 
and the sartorius or semitendinosus into 
the patella for weakness or paralysis of 
the quadriceps. In the forearm and hand 
there are many possibilities, but the one 
outstanding procedure is transplantation 
of the flexor carpi radialis, flexor carpi 
ulnaris, and pronator radii teres for the 
extensors of the wrist, thumb and fingers 
in radial paralysis. There are other 
single transplantations and combinations 
of transplantations which at times prove 
worth while and, indeed, a_ brilliant 
result may be obtained. The ones enu- 
merated are, under favorable conditions, 
consistently dependable. 


Before Operation.—A rather large num- 
ber of ultimate failures can be attributed 
to errors of judgment before operation. 
It goes without saying that every surgeon 
who offers to do tendon surgery should 
have a thorough knowledge (actively 
working) of the anatomy, histology, and 
physiology of tendons and _ surrounding 
structures. The blood and nerve supply, 
the origin, insertion and direction of the 
muscles under consideration should be 
thoroughly known. The relative strength 
of the various muscle groups should be 
known. One should know fairly accu- 
rately the strength of a muscle to be 
transplanted and the strength in the nor- 
mal state of the muscle to be replaced be- 
fore the operation is begun, for it is man- 
ifestly a mistake to substitute a muscle 
of 5 pounds strength for one whose func- 
tion is to lift 50 pounds. Again, where 
a muscle in normal health could easily 
perform the function of some other mus- 
cle, it might under other conditions as, 
after poliomyelitis, be utterly unable to 
perform the task. Generally speaking, a 
muscle of less than one-third the strength 
of the muscle to be replaced should not 
be transplanted, for with the loss of 
power which naturally follows the proce- 
dure itself plus the extra burden of per- 
forming a new. function, it may result in 
complete loss of power. Unless the ten- 
don to be transplanted has practically 
normal strength a special course of exer- 
cises and massage should be given as a 
preoperative measure to bring the muscle 
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to as nearly normal strength as possible. 
In cases where tendons of opposite func- 
tion are to be used the patients should be 
taught to use those muscles well before 
operation, for then the task of re-educa- 
tion will not be so great. 

To approximately determine the strength 
of various muscle groups and individual 
muscles a spring balance test was made 
on a group of normal children, ages rang- 
ing from 5 to 18 years. Each age was 
represented by 6 boys and 6 girls. The 
muscles of all four extremities were simi- 
larly examined and readings recorded. 
The maximum and minimum strength in 
pounds was noted and the average taken 
for each group of muscles at a given age. 
With this table one is enabled to ascertain 
at a glance the approximate strength of 
any group of muscles and compare them 
with the findings in the patient to be op- 
erated upon. Of course, this is not abso- 
lutely accurate, but it does serve as a 
valuable aid. The table shows in the fol- 
lowing opposite groups that the normal 
average strength is: dorsi-flexors of foot 
to plantar flexors as one to three; adduc- 
tors of foot to abductors as one to one; 
knee flexors to knee extensors as one to 
two; wrist flexors to wrist extensors as 
five to three; finger flexors to finger ex- 
tensors as four to one, etc. 


With this knowledge it is easy to under- 
stand why transplantation of the biceps 
femoris alone for a paralyzed quadriceps 
is not likely functionally to succeed, for 
normally the combined strength of the 


knee flexors is only one-half the strength 


of the quadriceps and, granting that the 
biceps represents one-third the power of 
the flexor group, we have a muscle trying 
to perform the function of a muscle six 
times its strength. In theory it would 
not, and in practice it does not, succeed. 
This same line of reasoning can be carried 
further and serves to explain the futility 
of expecting the flexor longus hallucis and 
one of the peroneals to perform the func- 
tion of the paralyzed calf group. How- 
ever, when used to reinforce only weak- 
ened muscles of this group, they may be 
expected to work to much advantage. 

All obstructing deformities should be 
completely removed before the tendon is. 
transplanted. 
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In paralyses following poliomyelitis 
transplantations should not, ordinarily, 
be done until at least two years have 
elapsed since the acute illness and not 
then unless the patient has reached the 
age of six years. 

In traumatic paralyses it is necessary 
to wait only long enough to be assured that 
regeneration of the nerves will not likely 
take place. 

In spastic paralyses only in the cases 
that show sufficient mentality to coop- 
erate effectively should any transplanta- 
tion be performed. 


At Time of Operation.—Every surgeon 


has his own choice method of preparing 


the operative field, but as a rule it is con- 
sidered sound practice to shave, scrub,,. 
sterilize and apply sterile dressings the 
day before. Resterilization just before 
the operation is begun. An Esmarch 
bandage with a tourniquet greatly facili- 
tates matters and when properly applied 
may be considered safe if the operation 
does not last for much more than an hour. 
The ends of the toes if the operative field 
extend to the foot and the ends of the 
fingers if at the hand, should be com- 
pletely and continuously barred from the 
operation until the final dressings are 
applied. Until the last skin suture is 
tied, the most refined technic with regard 
to asepsis must be followed by every one 
engaged in the operation. Sutures, needles 
and tissues should be touched only with 
the business end of the instruments. Su- 
ture material and the tendon should be 
carefully protected from the skin by use 
of towels or gauze. The steps of the op- 
eration should be so executed that the ten- 
don shall receive a minimum of trauma 
and be exposed to the air the shortest 
time possible. This may be accomplished 
first by preparing the site for the new 
insertion, followed next by exposing and 
opening the upper end of the old sheath 
where the new tendon is to be brought. 
into line with the original tendon, then 
passing of the threaded tendon carrier 
through the sheath down to the site pre- 
pared for insertion. This remains until 
the new tendon is detached, dissected up: 
to the required point, the anchoring su- 
tures placed through the tendon, and then 
brought and attached to the carrier which 
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_is then used to pull the tendon through 
the sheath. The incision exposing the 
transplanted muscle should be closed, but 
first suturing the split sheath, paying 
close attention to ligation of vessels. The 
insertion is then completed, all incisions 
closed, and dressings applied. ; 

Wherever possible, and it is usually pos- 

sible with tendons at the ankle and wrist, 
the transplanted tendon should pass 
through the entire length of the old ten- 
don sheath. The process of transferring 
the sheath with its tendon is more com- 
plicated, produces more trauma, and does 
not furnish any better gliding medium 
than the old sheath. In tendons where 
the sheath method is not feasible, as in 
transplantation of the hamstrings for the 
quadriceps, a spacious subcutaneous chan- 
ne] should be made. All rough surfaces 
of bone, periosteum, or fascia which come 
into intimate contact with the tendon or 
its muscle should be securely covered with 
a suitable fat pad. This minimizes the 
danger of troublesome adhesions which 
develop very rapidly and which tend to 
lessen the force of the muscle pull, if in- 
deed they do not destroy all chances for 
success. 

The integrity of the insertion of a ten- 
don must be beyond question, for if the 
insertion is not stable the operation is a 
_ failure. Since it is impossible to repro- 
duce exactly the original insertion, the 
next best method is implantation into bone 
and not into the coverings of the bone. 
By this is meant, a hole is chiseled out 
of the bone to the depth of one centimeter 
where there is plenty of substance and 
into the medullary canal in the small long 
bones of the hand and foot, the tendon end 
drawn down to the bottom and firmly held 
by passing the anchoring sutures from 
within out and back where they are tied. 
The small flap of bone and its periosteum 
are then sutured into place, followed by 
closure of the soft parts. The tension of 
the transplanted tendon is of importance. 
At the foot, for example, with moderate, 
not extreme over-correction the tendon 
should be left under slight strain so that 
when over-correction is carried a few de- 
grees further the tendon is somewhat re- 
laxed. This position should be held until 
the plaster cast is strong enough not to 
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yield. The course of the tendon from its 
muscle to its insertion must run as nearly 
straight as possible. It is usually a wiser 
procedure to sacrifice a few of the lower 
muscle fibers by detaching them from 
their origin than to angulate the tendon 
acutely in its course. 

In a large proportion of cases it is rarely 
necessary to use heavier anchoring sutures 
than No. 2 chromic cat gut (thirty day). 
Where this is considered not strong 
enough, medium kangaroo tendon may be 
employed. 

After the Operation.—The importance 
of correct after-care of these cases cannot 
be too thoroughly emphasized. Within 
the first twenty-four hours immediately 
following the operation, the top of the 
cast should be removed, the bandages and 
cotton slit from top to bottom, making 
sure that all constricting threads are sev- 
ered, and then the top replaced and band- 
aged. This not only adds to the comfort 
of the patient, but materially minimizes 
the likelihood of adhesions. 


At the foot and the knee active exer- 
cises should be started the fourteenth day, 
while at the hand ten days is long enough 
to wait. These exercises should be very 
mild and continued for only a few minutes 
each day, but gradually increasing. Bak- 
ing should be employed for ten minutes 
in connection with the exercises. The po- 
sition of the member should not be dis- 
turbed for from three to four weeks, at 
which time it may be removed entirely 
from the cast and the treatment con- 
tinued, but always protecting the tendon 
insertion against gravity. For the follow- 
ing two weeks the cast should be replaced 
after each treatment. Some supporting 
apparatus should ordinarily be worn for 
from eight to twelve months after opera- 
tions at the knee and ankle. At the wrist 
and hand it is hardly ever necessary to 
wear supporting splints for longer than 
four months, 


CONCLUSIONS 
Tendon transplantation was a brilliant 
contribution to the surgery of paralytic 
deformities. 


‘lier years has given way to conservatism. 
Much of the experimentation of the ear- 
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Procedures of known worth should, as 
a rule, be employed and perfected by 
more careful selection of cases, by im- 
provement of the operative technic, and 
by more thoroughly supervised after- 
treatment. 

The better these points are remembered 
and practiced in each case, the less chance 
for needlessly inflicting our patients and 
casting opprobrium upon ourselves and 
the profession. 


DISCUSSION 


Dr. G. E. Bennett, Baltimore, Md.—Dr. Rob- 
erts said that he thinks one should wait about 
two years after the acute stage of poliomyelitis 
before attempting tendon transplantation. Of 
course, that is only an opinion. My personal 
opinion is that two years is too short a time. If 
one is going to do any really constructive work 
in poliomyelitis, postponing it a little longer 
means nothing, and not infrequently one finds 
that tendon and muscle power does come back 
after that time. I remember that I had a most 
disastrous experience with a little child that 
came to me some fourteen years ago with very 
marked valgus deformity. It was not the tendon 
I transplanted that produced the tendon deform- 
ity, but the tibialis posterior came back to power 
and produced the deformity with the peroneal I 
had transplanted. 

I tell my students not to do any operative pro- 
cedures to balance up muscle power until five 
years have elapsed. Of course, one can do op- 
erative procedures to correct deformity, such as 
lengthening tendons, but I am rather confirmed 
in my opinion that one should wait a good long 
time before transplanting tendons. 

There is another thing which came up, and 
that is that the power of the tendon transplanted 
is never equal to that of the original. I believe 
that when you put with your tendon transplanta- 
tion some other opposite procedure the tendon 
does not have quite so much to do. Then you 
do not have to have a muscle that will perform 
its full function, but if it does even 30 or 50 per 
cent of what it should do, the other operation 
will assist you. If the transplanted tendon will 
do 50 per cent, we can add the other 50 per cent 
by some other structural operation. 

It has always seemed to me rather amusing 
that a man will be so very careful in taking a 
peroneal tendon out of its sheath and opening up 
the sheath of the tibialis anticus and passing it 
down through the sheath. Why in the world, 
instead of putting it in, does he not take out the 
dead tibialis anticus and send it down through 
the sheath, and not have both tendons in the 
sheath, which is large enough only for one? I 
would like very much to hear what the others 
think about it. 


Dr. A. G. Nichol, Nashville, Tenn.—Reasonable 
knowledge of muscle mechanics is necessary, of 
course, in all tendon work. It is very unreason- 
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able to assume that one can transplant a weak 
muscle to do the work of a strong muscle. In 
practically all instances the muscle transplanted 
is not so strong as the one for which it is being 
substituted, and, therefore, one will get a certain 
amount of overstrain and overwork, and in 
small tendons ong will not secure the result ex- 
pected. The best results are obtained about the 
ankle. 
In the North and East they see quite a lot of 
poliomyelitis, but not so much in this section. 
We have not had the wider experience that those 
men have had. The basic principle is having a 
reasonable knowledge of what we are trying to 
do, and in orthopedics it applies more than in 
anything else, never to do anything without suf- 
ficient reason for it. It will apply as clearly in 
orthopedics as in any other branch of medicine. 


Dr. Lawson Thornton, Atlanta, Ga.—In cases 
of paralytic feet, we think of the remaining 
muscle power as much in terms of a deformity 
as of the ability to maintain function and nor- 
mal architecture. 

First, we plan to produce a stable foot with 
normal architecture and then place the tendons 
where they will be of greatest service. Dr. Mi- 
chael Hoke’s foot stabilization operation gives a 
stable foot with normal architecture. 

Some prefer to consider tendon transplantation 
of paramount importance in infantile paralytic 
feet. But, if the foot stabilizing operation be 
also done, the success of tendon transplantation 
is assured. 


Dr. R. W. Billington, Nashville, Tenn.—The 
supplementing of tendon transplantation with 
other procedures, in order to obtain stability, is 
something that is necessary if one wishes to get 
permanent results in transplantation about the 
ankle, because one remembers that the foot is 
none too strong in the normal individual. When 
there is a condition that justifies a tendon trans- 
plantation, there is a weakening of the muscu- 
lature, and we shall further weaken it by the 
tendon transplantation. So we should stop and 
consider what is the best means of obtaining 
stability, whether we have to sacrifice movement 
to get stability, and what movements we can best 
afford to sacrifice. That means, of course, that 
lateral movement of the foot is the least essen- 
tial, and that is the one we shall have to sacri- 
fice to get stability and use what power we have 
to get flexion and extension. 

The upper extremity is quite different, because 
we have no problem of stability to consider so 
far as weight bearing is concerned. Before my 
experience in the war, and seeing and doing 
quite a bit of this work on the upper extremity, 
I was very skeptical and was surprised to see 
the good results that were being obtained when 
we went across. I saw some of the early cases 
they did at Liverpool, particularly by Sir Robert 
Jones and Major McMurray. In paralysis of 
the radial nerve we can, by two or three 
operations that were devised then, get perfectly 
remarkable results. In median and ulnar pa- 
ralysis the results are somewhat less satisfac- 
tory. 
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If we make up our minds, in dealing with the 
lower extremities, that we must obtain stability 
first of all, and that we can get that stability by 
doing an astragalectomy or subastragaloid ar- 
throdesis, we can get very satisfactorily func- 
tioning limbs. 


Dr. Fred G. Hodgson, Atlanta, Ga.—There is 
one point which I think has not been sufficiently 
emphasized in doing reconstruction work and in- 
dustrial work upon the tendons of the hands and 
fingers. I have seen some very disappointing 
work in reconstruction of the tendons of the 
hands, especially in cases with stiff joints that 
were not mobilized before the tendon operation 
was performed. We find the joints of the finger 
very stiff and difficult to move, especially where 
a long splint has been used. It is very impor- 
tant to use massage and thoroughly mobilize 
stiff joints before expecting a transplanted ten- 
don to do its work. I think we could prevent 
many adhesions and much scar tissue which make 
these operations necessary by proper incisions, 
especially in infected hands or large palmar ab- 
scesses. The very excellent work of Kanavel on 
this subject, the infections of the hand, is well 
worth study. The splints should not be kept on 
long enough to make stiff joints. It has been 
my rule to use few splints or none at all, and 
to start early motion and massage, even before 
the wounds are healed. 


Dr. E. G. Brackett, Boston, Mass.—The sub- 
ject of tendon transplantation has always been in- 
teresting and one strewn with more failures and 
disappointments than almost any other proce- 
dure in surgery, due, I think, many times to lack 
of caution in the things to which Dr. Roberts has 
called our attention, and also to the lack of proper 
care in the selection of cases and the lack of 
after-care. 

The selection of the proper case for operation 
and the age for operation are two of the most 
important considerations in this subject. I be- 
lieve that those who have been doing this opera- 
tion for a long time have learned from experi- 
ence to postpone the date of operation to the 
older periods. Personally, I believe that when- 
ever possible we should avoid performing tendon 
transplantation until the child has obtained its 
growth, for the reason that during growth, with 
the unequal pull which must be left in any para- 
lyzed foot, we have already a tendency for the 
recurrence of deformity, or the development of 
anew one. On the other hand, if we wait until 
growth is obtained, and this element is elimi- 
nated, we have then a much larger possibility 
for success. One can almost make a rule that 
if deformity can be prevented or held we should 
treat conservatively until the time when we 
think the patient has obtained his growth in 
order to get this permanent result. This does 
not mean that sometimes operations must not be 
done in the earlier periods, but-we must recognize 
that failure often comes from operation at too 
ear'y a period, and the failure is due to this 
rather than the failure of the operation to ob- 
tain the object desired. 
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Another very’ important caution is that we 
should not feel that the operation finishes the 
treatment. This has also been a cause of failure 
many times in operations which themselves have 
been successfully performed, but by those who 
have not recognized this important element in 
all orthopedic work. So often the treatment in 
orthopedic work can be considered as beginning 
when the operation ends. We must realize that 


-a case needs after-care and after-treatment fully 


as much as in the post-operative stage, and that 
as much as this is recognized, one may expect a 
larger measure of success. 


Dr. Roberts (closing.)—The province of the 
paper was simply tendon transplantation, and 
not other procedures, which we know are impor- 
tant. But I could not cover all that, and I 
wanted to adhere especially to selection of cases, 
tendon transplantation, and after-care. We all 
know that other operations have to be done, and 
I tried to sum it all up in one sentence by saying 
that all obstructions should be removed, including 
the correction of deformities. 

I said that at least two years should elapse 
before the operation in infantile paralysis. As 
a rule, I do not think two years is sufficient, but 
at least two years should go by. 

The end-results and their failures prompted 
me to write this paper. The causes of failure, 
in most of ‘them, can be attributed to these three 
things: poor selection of cases, poor operative 
technic, and poor after-treatment, that is, not 
carried over a long enough period of time. 

One thing I want to mention that Dr. Bennett 
brought out regarding the placing of the trans- 
planted tendon in the sheath with the original 
tendon. If you feel that the tendon will never 
recover, then it is much easier to remove it rather 
than try to get the new tendon through with the 
old one. I believe that unless a tendon has a 
chance to come back it should be removed. 


X-RAY VS. RADIUM IN THE TREAT- 
MENT OF UTERINE 
HEMORRHAGE* 


By JACKSON W. LANDHAM, M.D., 
Atlanta, Ga. 


The term uterine hemorrhage without 
qualifications would necessarily apply to 
any pathological condition of the uterus 
characterized by the presence of hemor- 
rhage, but it is the purpose of this article 
to limit its application to uterine fibroids 
and myopathic bleeding. Purely operative 
treatment in these conditions should be 
strongly condemned, as the dangers from 
embolus, narcosis, infection, shock, hem- 


*Read in Section on Radiology, Southern Med- 
ical Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 
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orrhage, or secondary injury cannot, even 
with present-day technic, be entirely ex- 
cluded.' The primary mortality due to 
radiotherapy is practically nil. 

Myopathic bleeding from the uterus rep- 
resents a condition the manifestations of 
which may indicate multiple pathology 
which is variously termed hemorrhagic 
endomtritis, chronic metritis, subinvolu- 
tion of the uterus and uterine arterioscle- 
rosis. 

Radiotherapy accomplishes a cure in 
these conditions by direct action on the 
individual cells by producing an endarte- 
ritis resulting from the action on the endo- 
thelial cells of the blood vessels and lym- 
phatics, and by the destructive effect that 
it has on the Graafian follicles of the ova- 
ries. 

There is no other class of patients in 
whom the diagnosis should be so well de- 
termined as the class of patients consid- 
ered in this paper. In uterine fibroids we 
should know whether they are single, mul- 
tiple, submucous, intramural, subserous, 
pedunculated or calcareous. In myopathic 
bleeding we must rule out the presence of 
malignancy, cervical and uterine polypi, 
inflammatory diseases of the adnexa, lace- 
rations, uterine displacements and extra- 
uterine pregnancy. Cases that do not re- 
spond satisfactorily should always arouse 
a suspicion that the original diagnosis of 
a benign metrophathy may be erroneous. 
A preliminary curettage for diagnostic 
purposes is an essential part of the ex- 
amination in cases where the pelvic ex- 
amination does not establish the diagnosis. 

In the selection of cases for radiother- 
apy we should consider age, sexual func- 
tions, type of tumor and complications. 

adiation is not absolutely contraindi- 
cated in young and middle aged women ex- 
cept in cases where the sexual function has 
not been established or where there is a 


_ desire for children. Multiple fibroids re- 


quiring surgical removal of the uterus are 
proper cases for radiotherapy. Women 
who have undeveloped sexual functions 
should be treated surgically. *Peduncula- 
ted fibroids are surgical on account of the 
danger of degenerative changes due to 
torsion of the pedicle and the ease with 
which they are removed surgically with- 
out removal of the uterus. All patients 
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who have active tuberculosis, heart or kid- 
ney lesions, or who have lost blood to the 
extent that there is grave secondary ane- 
mia present should be treated by radio- 
therapy. In considering the contraindi- 
cations to radiotherapy in uterine hemor- 
rhage, we should realize that if it be nec- 
essary to produce a premature menopause 
this will be much better tolerated by the 
patient than a menopause resulting from 
oophorectomy. We must also consider 
the fact that fibroids and myopathic bleed- 
ing may frequently be cured by radiother- 
apy without producing the menopause or 
destruction of the internal secretion of the 
ovaries. Absolute contraindications to 
radiotherapy are necrosis, cystic or calca- 
reous degeneration, large adherent 
fibroids producing pressure symptoms 
demanding immediate relief, pelvic inflam- 
mations, pedunculated tumors and malig- 
nant complications of the body of the 
uterus. Malignancies of the cervex uteri 
show a higher percentage of cures when 
radiotherapy is employed than they do 
when treated surgically. 


A comparison of results obtained by 
Roman Schmidst with radio-active sub- 
stances and roentgenotherapy in uterine 
fibroids and myopathic bleeding shows 
that out of a total of 2441 cases treated 
clinical cure was obtained in 2359 patients 
(96.62 per cent). Roentgenotherapy pro- 
duced a clinical cure in 1.6 per cent more 
cases than did treatment with radioactive 
substances.” Of a total of 3748 myomas 
treated by both methods together, clinical 
cure was obtained in 3417 cases (91.08 
per cent). Irradiation with radio-active 
substances gave 2.9 per cent more clinical 
cures than did roentgenotherapy. Consid- 
ering apparent cure, disappearance of 
tumor and the attainment of amenorrhea, 
irradiation with radio-active substances 
gives better results than roentgenother- 
apy. The latter, however, is to be pre- 
ferred in view of the recurrences, improve- 
ments, refractory cases, deaths and clini- 
cal cures. 

Since there is a direct effect upon the 
individual cells, and an endarteritis in 
addition to the effect on the Graafian fol- 
licles, it is possible in roentgenotherapy to 
protect the ovaries and treat over the 
uterus to correct the hemorrhage. Many 
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cases managed in this way have respond- 
ed very satisfactorily. However, we can- 
not be certain that an artificial menopause 
will not result, due to scattered radiation 
reaching the ovaries. When radium is 
used in the treatment of these conditions 
there is nothing to protect the ovaries ex- 
cept distance from the point of applica- 
tion and the limit of the period of treat- 
‘ment. Frequently there develops a very 
irritating leucorrhea following the intra- 
uterine application of radium which does 
not follow roentgenotherapy. Many pa- 
tients who are referred to us for radio- 
therapy to control myopathic bleeding 
have had a diagnostic curettage and they 
are not willing to take an anesthetic and 
be hospitalized to be treated with radium. 
This is not necessary in x-ray therapy. 


The technic to be followed in these 
cases varies, depending upon whether it 
is desired to accomplish a permanent men- 
opause or to endeavor to carry the treat- 
ment to a point that will control the hem- 
orrhage without destroying the function 
of ovulation. 


If a permanent menopause is desired, 
the anterior and posterior surfaces of the 
pelvis are divided into four areas, two 
anterior and two posterior. These areas 
are treated for ten minutes each, using 
four millimeters of aluminum as filters, 
ten-inch skin target distance, five milliam- 
peres of current and a nine-inch spark 
gap. Separate sittings are used for the 
anterior and posterior surfaces in order 
to prevent nausea and vomiting. Two 
such treatments are given at intervals of 
three weeks. The patient is then instruct- 
ed to go for two months without treat- 
‘ment so that a sufficient time will have 
elapsed to determine the results of treat- 
ment. This plan of treatment would not be 
satisfactory in a patient who was losing 
blood rapidly, but in other cases it accom- 
plishes the menopause so gradually that 
there are no disagreeable symptoms. If 
it is thought undesirable to produce a per- 
manent menopause the ovaries should be 
protected by lead and the radiation direct- 
ed over the uterus. In the use of radium 
in the management of these cases we have 
to depend upon regulating the dose by the 
number of milligram hours, thereby giv- 
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ing a partial or total treatment to all 
structures involved. 


CONCLUSIONS 


(1) Surgical treatment of uterine fi- 
broids and myopathic bleeding is indicated 
in a very limited number of cases. 

(2) An accurate diagnosis which may 
demand a preliminary curettage is essen- 
tial. 

(3) Since uterine hemorrhage may 
be controlled without producing a perma- 
nent menopause, age does not necessarily 
constitute a contraindication to radio- 
therapy. Women with undeveloped sex- 
ual functions, pelvic inflammations, cer- 
vical or uterine polypi, pedunculated or 
degenerating fibroids, malignancy of the 
body of the uterus or large adherent 
fibroids producing pressure symptoms, 
should be treated surgically. 

(4) Statistics and my personal expe- 
rience with x-ray and radium convince me 
that roentgenotherapy is the method of 
choice in the management of these cases 
except in patients who have marked hem- 
orrhage. These should be treated with 
x-ray and radium so that a quick result 
may be obtained. 

(5) Technic suggested contemplates 
a gradual menopause so that unpleasant 
symptoms characteristic of this period 
may be prevented as much as possible. 
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DISCUSSION 


Dr. E. C. Samuel, New Orleans, La.—In our 
clinic at the Tuoro Infirmary we have had occa- 
sion to make use of both radium and x-ray prob- 
ably about equally. Up to the time that we 
obtained our first radium, about six years ago, 
we were using xtray exclusively for the control 
of myomas. Since the purchase of radium we 
have made use of the radium in practically all 
of our cases up to within two weeks ago when 
we installed a new deep therapy apparatus, when 
we started again in selected cases to use the 


x-ray. 
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Dr. Landham spoke about the contraindica- 
tions of pelvic inflammations complicating 
fibroids in the use of the x-ray. We have disre- 
garded this entirely and do not hesitate now to 
use x-ray in the presence of pelvic inflammations 
in patients who require therapy for the removal 
of the fibroid. 

It is disappointing at times to radiate a patient 
as thoroughly as it is possible to radiate with 
deep x-ray and radium, using one or the other, 
not completely to relieve the symptoms in so 
far as the cessation of hemorrhage is concerned, 
and to have the patient return in three or four 
months with practically no reduction in the size 
of the fibroid. Just what this is due to we do 
not know. In patients who were given a compara- 
tively small quantity of radium and x-ray one 
may see a complete disappearance of the fibroid 
with cessation of the hemorrhage, the pressure 
symptoms and the whole train that goes with it. 

One of the objections to the use of this newer 
200,000 volt technic is in the possibility of the 
liberation of some toxic substance, which we do 
not at present understand, into the blood stream. 
There has been quite recently in some of the 
German journals reports of considerable trouble 
after massive radiation of fibroids. Up to the 
present we have had no trouble in that direc- 
tion because we have not given the one big dose 
at one sitting, dividing it rather into four sittings 
on four different days. Up to now we have seen 
no evidence of roentgen sickness and the other 
conditions that this article called attention to. 


I believe that in active bleedings radium still 
holds the leading place in therapy of fibroids. 

The Doctor spoke of the patient’s refusing to 
take a second anesthetic for the putting in of 
the radium after a diagnostic curettage. In our 
Infirmary at the time the diagnostic curettage 
is made the pathologist makes a rush diagnosis, 
the radium is put in, and there is no necessity 
for a second anesthetic. The usual technic that 
we have followed in the use of radium to radiate 
these fibroids is to insert 50 mg. in a tube made 


of celluloid, using two 25 mg. tubes instead of: 


one. We place them in the uterus, leaving them 
in for 24 hours and in most cases we usually 
get a cessation of the hemorrhage and a dimin- 
ution in the size of the tumor. Rarely do we 
have to put in a second or third application. If 
we have to give a second application we usually 
do not give an anesthetic. The patient is brought 
to the hospital the night before and gradually 
dilated with Hagar dilators. 


Dr. W. P. Whittington, Asheville, N. C_—I have 
ad no extensive experience with radium but I 


‘have had considerable experience with the x-ray. 


I have yet to find any failure or dissatisfaction 
from its use in cases of hemorrhage from any 
cause. Of course, a great deal depends upon 
the technic of administration. Hemorrhage at 
the menopause or from a congested uterus in 
younger women, may be controlled with a mild 
dose from a nine-inch spark gap without pro- 
ducing any damage to the skin. One or two doses 
are usually enough to cure the women perma- 
nently. In younger women the menses will re- 
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turn in two or three months and the patients 
will by that time have regained their active 
health. 

There is one point that is generally emphasized 
by men who have had experience in the treat- 
ment of hemorrhages from the uterus, that is 
regarding the use of the x-ray in non-operative 
cases. If we have a case of cancer of the cervix 
with hemorrhage that is past the stage of rad- 
ical operation, what better can we do than to 
give x-ray treatment? It will check the hemor- 
rhage, relieve the pain and may cure the condi- 
tion, which is better than anything we can do 
in surgery. Therefore, I do not object to giving 
my non-operative cases of hemorrhage just as 
deep doses as I can without producing injury. 
I have come to the conclusion that no advanced 
case of malignancy is operable. I think the time 
will soon come when surgery will throw up its 
hands and leave the treatment of these cases to 
x-ray or radium. Surgeons and roentgenologists 
will go hand in hand in cases where surgery is 
impossible. The day will come when even radium 
will be superseded by proper methods in x-ray: 
in cancer. 


We give the treatment over the liver and over 
the abdomen, in addition to the pelvic treat- 
ment. Treating malignancies with x-ray is not 
so difficult as some people think. 


Dr. George E. Adkins, Jackson, Miss.—May I 
suggest that in each discussion where reference 
is made to the dosage, the man indicate what he 
is giving. ' 

Dr. Whittington.—I have a machine that gives 
only a ten-inch spark gap. In fibroids and can- 
cer of the uterus I use a 9% inch gap with 10 
to 14 inch distance according to the thickness of 
the abdominal wall, 5 ma, 5 to 6 minutes with 3 
millimeters of aluminum. I always use the cross- 
fire method to avoid injury to the skin. I usually 
use three ports in front and three in the rear, 
and one directly to the cervix through a vaginal 
speculum. In order to do this I fasten foot straps 
by snaps to a rope passed through a ring bolted 
to the wall. This contrivance holds the feet up out 
of the way of the connecting tube cords, and the 
tube can be placed as near the cervix as desired, 
and the treatment given directly on the diseased 
cervix. 


Dr. D. Y. Keith, Louisville, Ky—Two years 
ago when the Southern Medical Association met 
in Louisville, I learned a great lesson from Dr. 
E. C. Samuel of New Orleans. He saw a patient 
in my office who had a large uterine fibroid. 
She was given x-ray over the larger tumors. 
She had one under the costal cartilage on the left 
side the size of a fetal head, one on the right 
side that filled practically the entire abdomen, 
and the pelvis was entirely filled. She was given 
x-ray over each of the larger tumors anteriorly 
and three portals posteriorly. She was also 
given radium. This, was the second or third case 
of uterine fibroid that we had treated with ra- 
dium and we tried to carry out the advice we got 
from Dr. Samuel. Since that time we have been 
using radium inside the uterus and x-ray exter- 
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nally on all large fibroids. I am sure the patients 
receive more benefit in large fibroids from both 
x-ray and radium than from either singly. 

We believe that we get better results in our 
fibroids using four millimeters filtration, five 
milliamperes, nine-inch sphere gap, and the time 
varies entirely with the size of the tumor. 

The other point that I want to speak of is 
regarding anesthesia. It is the rarest thing in 
the world that we use anesthesia for putting 
radium in the uterus. 

In a girl of fifteen years, you have to use it 
because she has pain in the vagina on dilation. 
If you take a sharp-tooth forceps they cannot 
tell when you catch hold of the cervix. We dem- 
onstrated that last year in the sister of a sur- 
geon who had had a double pneumonia, a heart 
lesion and a kidney lesion. He said he was sure 
we could not use the radium without an anesthe- 
sia. We tried it without and she had no discom- 
fort. She has received a cure from the radium 
without an anesthesia’s ever being administered. 
If you are gentle enough in your manipulations 
the patients will not notice the insertion of the 
radium. In the cases in which we are to do a 
curettement we usually give an eighth or a sixth 
of morphine beforehand. 

Another thing that Dr. Samuel brought out 
then that was interesting to us was the point 
we have been trying to make in the diagnosis of 
fibroid cases, that is the character of the fibroid 
by feeling. If you have a soft fibroid it yields 
very readily to treatment. If you have a very 
hard uterus with nodular fibroids these go down 
very slowly and many do not completely disap- 
pear. 


Dr. L. B. McBrayer, Sanatorium, N. C.—At the 
North Carolina Sanitarium for the treatment of 
tuberculosis we have adopted the policy that it 
is ovr bh siness to relieve the patient of any dis- 
ease or condition that is in any way interfering 
with the patient’s recovery from tuberculosis re- 
gardless of what it is. We do not wait for these 
uterine hemorrhages to produce an anemia and it 
seems to me that the essayist was probably in er- 
ror, if I understood him correctly, in making a 
suggest on of that kind. Fivery persistent menor- 
rhag’a or metrorrhagia in our patients is treated 
with x-ray very satisfactorily. We have a patient 
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in the sanitarium now who had a persistent non- 
malignant hemorrhage from the uterus who had 
as many as four or five curettages by different 
surgeons. She was finally treated by Dr. Kelly 
of Baltimore with radium in sufficient quantity 
to produce the menopause. By giving small 
doses of x-ray and relieving the menorrhagia 
and metrorrhagia we do not induce the meno- 
pause, except in an older patient. 


Dr. Landham (closing).—There is a considera- 
ble difference in hospital as compared with office 
management of patients. Anesthesia, which is 
often necessary in the intra-uterine application 
of radium, can be carried out easily in the hos- 
pital, but not with the same degree of safety in 
the home or at your office. 

As a general proposition frozen section exam- 
ination of uterine curettings is very unreliable. 
I am associated with a pathologist who attaches 
no importance to a _ diagnosis made from 
a frozen section examination of uterine curet- 
tings. It is better to imbed the curettings in- 
stead of attempting to make a diagnosis from a 
frozen section examination. This would necessi- 
tate a delay of several days in the application 
of the radium and if an anesthetic should be 
applied the patient would have to go through 
with this a second time. 

I stated in my paper that malignancies of the 
body of the uterus were primarily surgical. 
This is due to the fact that malignancies of the 
body of the uterus are rather slow to metasta- 
size and it is better to do a surgical removal of 
the uterus in the form of a sub-total hysterecto- 
my than it is to depend upon radiation therapy. 
On the other hand, cancers of the cervix are 
primarily cases for radio-therapy because the 
results are better where efficient treatment with 
radium and x-ray is given. 

I have not found it easy to apply radium in 
the uterine cavity without an anesthetic. I have 
applied it without an anesthetic in women who 
have borne children, but it is not a very easy 
thing to do, especially where your radium is well 


‘filtered to prevent the irritating leucorrhea that 


follows the intra-uterine application of improp- 
erly filtered radium. Of course, you can take 
the tubular form of applicator and apply it in 
the cervical canal with ease if you do not filter. 
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EYE, EAR, NOSE AND THROAT 


VACCINE TREATMENT OF VERNAL 
CONJUNCTIVITIS* 


By JOHN F. TOWNSEND, M.D., 
Charleston, S. C. 


The nature and mechanism of the symp- 
tom group known as vernal conjunctivitis 
is still obscure. Text books add little to 
our real knowledge of this condition. But 
a diligent reading of all the literature 
upon it and allied subjects seems to throw 
some light upon it. 

Fuch in his text book of ‘‘Ophthalmol- 
ogy” gives little on the etiology except the 
seasonal exciting factor; but why under 
similar seasonal conditions some people de- 
velop vernal conjunctivitis and some do 
not, he does not even try to explain. 

(1) Whether they do or do not develop 
it depends, I believe, upon whether or not 
they have an anaphylactic sensitization to 
the antigens of vernal conjunctivitis. I 
believe vernal conjunctivitis is an anaphy- 
lactic reaction similar to that of hay fever, 
asthma, and sometimes to some types of 
urticaria and eczema. 

(a) That asthma, hay fever, etc., are 
anaphylactic conditions, can easily be 
proven. 

Dr. Lathan and Dr. Coke, in an article 
on “Sensitization in 270 Cases of Asth- 
ma,” in the Practitioner, August, 1922, 
says that 

“It is now established that there is a close 
analogy between experimental anaphylaxis and 


hay fever, asthma, urticaria and other similar 
complaints.” 


, Dr. C. W. Hollopeter, in his book on 
Hay Fever, Its Prevention and Cure,” 
April, 1922, says that 

“The anaphylaxis theory to explain the phe- 
nomena of hay fever and asthma is accepted by 
a majority of investigators.” 

Frank Coke, in “Asthma and Anaphy- 
laxis” (British Medical Journal, March 
21, 1921), says that 

“Asthma, hay fever, urticaria, eczema, mi- 
grain, etc., have many common traits and will 
Probably be proved eventually to be symptoms 
of anaphylaxis and not separate diseases at all.” 


Pc in Section on Eye, Ear, Nose and Throat, 
mela Medical Association, Sixteenth Annual 
eeting, Chattanooga, Tenn., Nov. 13-16, 1922. 


Francis M. Racheman, in “The Mechan- 
ism of Hay Fever,” in Archives of Internal 
Medicine, August 15, 1922, says that 
“The hay fever mechanism is worthy of careful 
study for the reason that it is quite typical of a 
group of clinical symptoms presumably due to a 
natural sensitiveness to some foreign protein.” 

(b) As hay fever and asthma, etc., are 
anaphylactic conditions, they can be pro- 
duced by the proper antigen at any season 
of the year. 

That an anaphylactic reaction can be 
excited in a susceptible person by the in- 
jection of the exciting antigen is a prin- 
ciple suggested by Elliotson as long ago 
as 1831 (and agreed to by Phoebus, who 
quotes experiments made by Kirkman in 
“Der typische Fruhsommer-Katarrh,” p. 
137). This is agreed to by Coke (British 
Medical Journal, March 21, 1921) ; also by 
Scheppegrell (April, 1922); H. K. Det- 
weiler and C. W. Hollopeter (April, 
1922). This anaphylactic reaction can oc- 
cur even in mid-winter. Furthermore, C. 
W. Hollopeter says in this connection that 

“The hay fever condition passes to the asthma 
condition, which each year becomes earlier, 
finally becoming perennial, the attacks occurring 
at all seasons, without reference to the presence 
of pollen in the air.” 

Scheppegrell, April, 1922, says that 

“Immunity is frequently relative. A patient 
may live many years with no attack until over- 
whelmed by some exposure. Then even if he 
lives in the same place where he was heretofore 
immune he develops the disease yearly.” 

I have found vernal conjunctivitis also 
to occur at any season, and am now treat- 
ing a case which has had vernal con- 
junctivitis more or less constantly during 
all the seasons, having started in the fall 
about three years ago. This case had 
marked circumcorneal heaping, which is 
becoming less marked under the influence 
of vaccine injections. The itching disap- 
peared in this case very promptly. 

(c) There is an association between 
vernal conjunctivitis and other anaphy- 
lactic conditions. 

De Schweinitz, in his book on ‘Vernal 
Conjunctivitis,” says: “It may accom- 
pany the disease known as hay fever.” In 
a case of hay fever that I recently saw, 
the vernal conjunctivitis symptoms were 
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typical. This case was relieved by vac- 
cine injections. Dr. Cord, in speaking of 
afenil for vernal conjunctivitis, in part 
says: 

“The mode of action of afenil is not very well 
understood, but it has been effective in vernal 
conjunctivitis, bronchial asthma, urticaria, and 
the prevention of anaphylaxis and hay fever.” 


He thus classifies vernal conjunctivitis 
with these other conditions. The more I 
have read on this subject the more I find 
a similarity between vernal conjunctivitis 
and anaphylactic conditions. 

H. H. Dale (in “Specific Sensitiveness 
and Anaphylaxis,” British Medical Jour- 
nal, January 14, 1922) says that 


“The anaphylactic shock is manifested in vari- 
ous ways in the different animals. In the dog 
it is gastro-intestinal, in the rabbit it is cardiac, 
in the guinea pig it is bronchial and in man, a 
more complex animal, it is still different. But 
in all there is this similarity that in each there 
is an eosinophilia.” 

In vernal conjunctivitis there is also 
an eosinophilia. Drs. Lathan and Coke 
say that “In anaphylaxis there is a defi- 
nite eosinophilia.” Brown Pusey (Jour. 
A. M. A., 1911, LV ii, 1207), in an article 
on “Kosinophile Cells and Pollen in Ver- 
nal Catarrh,” says: 


“In April, 1911, I reported a finding of eosino- 
phile polymorphonuclear leucocytes in smears 
taken from a series of cases of vernal catarrh 
confirming Herbert’s discovery. Interested in 
this find ng and knowing the many points of 
similarity between vernal catarrh and conjuncti- 
vitis of hay fever, I have been led to the exam- 
ination of smears taken from a series of cases 
of the conjunctivitis of hay fever, where I found 
eosinophile polymorphonuclear leucocytes in 
great abundance. Indeed, the cellular content 
of a smear from one disease is the same as that 
from the other. This observation shows another, 
and possibly very important, similarity between 
the two diseases. We know that the conjuncti- 
vitis of hay fever is due to pollen. From ob- 
servation of eosinophile cells in the conjunctival 
secretion of hay fever, we know that pollen may 
cause an inflammation of the conjunctiva, with 
secretion containing an abundance of eosinophile 
cells. This fact becomes of increased interest 
when it is realized that eosinophile cells are 
negligible factors, as is shown by my previous 
work in smears taken from all ordinary forms 
of conjunctivitis. It is in the field of the etiology 
of vernal catarrh (an unknown field) that the 
finding of these cells in hay fever is of interest. 
I venture to think that the presence of eosinophile 
cells in the conjunctivitis of hay fever and in 
vernal catarrh and their absence in ordinary 
forms of conjunctivitis points strongly to a sim- 
ilar etiological factor—pollen.” 
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(Also see Hollopeter in “Hay Fever, Its 
Prevention and Cure,” and Scheppegrell 
in “Hay Fever and Asthma.’’) 

Conversely, we find that a non-specific 
protein shock as from typhoid vaccine dif. 
fers from that of anaphylaxis by the ab. 
sence of eosinophiles, which are always 
present in anaphylaxis, an additional 
proof that vernal conjunctivitis is an ana- 
phylactic shock. There is also quite a 
similarity between the secretion of vernal 
conjunctivitis if examined microscopically 
and otherwise and that of asthma.? 4 

Berkhart, 1886, said: ‘Vernal con- 
junctivitis secretion is similar to that of 
asthma.” 

Summing up their opinions, they seem 
to be as follows: there is a similar and pe- 
culiar chemistry of the secretion of ver- 
nal conjunctivitis and of asthma, which 
peculiarity causes in asthma the twisted 
threads covered with mucin and sago-like 
globules of eosinophile cells, also twisted 
around it (Curschman’s spirals) (Berk- 
hart, page 48), and in vernal conjuncti- 
vitis there is a thread of similar consti- 
tution. In one case the twisted thread is 
due to the peculiar spiral arrangement of 
the finer bronchioles, which with respira- 
tion seems to cause the twisting into fila- 
ments of the special secretion present 
(Babcock quotes Hoffman). In vernal 
conjunctivitis, a similar thread-like | or 
stringy formation, is produced by the ac- 
tion of the eyelids on a similar form of 
ocular secretion. A more brittle form of 
discharge would produce a foam in asth- 
ma and just a discharge in vernal con- 
junctivitis. The point is that there is a 
similarity, microscopically and macroscop- 
ically, between the discharge of vernal 
conjunctivitis and of that of asthma and 
hay fever. 

In the vernal conjunctivitis of many 
negroes the appearance was similar to 
that described by Dunbar Roy (SOUTHERN 
MEDICAL JOURNAL, 1915; abst. Am. J. of 
Ophthalmology, April, 1916), “At the 
limbus there is an elevated circular and 
gelatinous mass, which is occasionally 
pigmented, to which Dr. Jackson agrees 
in the Am. J. of Ophthal., April, 1918. ! 
have found that the vaccines, in addition 
to relieving the itching, also diminish the 
pigmentation and hyperplasia. 
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I think H. H. Dale and C. H. Kellaway 
in “The Philosophical Transactions,” 
Royal Society of London (series B. V. ii, 
pages 273-315—I am not sure of my au- 
thors) state that there is an increase of 
eosinophiles in the blood in anaphylaxis. 
Dr. Roy states that there is an increase 
of eosinophiles in the tissues of vernal 
conjunctivitis, another proof that vernal 
conjunctivitis is an anaphylactic condition 
and that treatment based on that fact will 
give the best benefits. 

CAUSE OF VERNAL CONJUNCTIVITIS 

(2) Vernal conjunctivitis is caused by 
other conditions than atmospheric. 

Dr. J. A. Thompson (Jour. A. M. A., 
August 23, 1919, p. 578) reports a case 
of recurrence of nasal hydrorrhea with 
marked eye symptoms with every men- 
struation when the patient was passing 
through the menopause. I have a case 
that formerly had typical vernal con- 
junctivitis every spring, which was symp- 
tomatically relieved by a weak solution 
of eserin. Recently her father told me 
that she still had the attacks, but that 
they came on only with her menstrual 
periods. 

H. K. Detweiler says that the non-sea- 
sonal type of anaphylaxis is due to the 
protein of animal hair, food and bacteria. 

Gabrielides says that vernal conjuncti- 
vitis may be a manifestation of auto-in- 
toxication. 

Scheppegrell’s law is that in order for 
an antigen to be positive it must be capa- 
ble of producing a reaction not only dur- 
ing the hay fever season, but at any time 
of the year. In other words, it must pass 
both botanical and physiological tests. 
Vernal conjunctivitis is caused at any 
season if the patient is exposed to the 
proper antigen. I have seen cases at all 
seasons of the year. 

_As spring used to be considered an ex- 
citing factor, it was called vernal con- 
Junctivitis. Reviewing the allied anaphy- 
lactic conditions, we may find something 
of special interest. For instance, in about 
1828, Bostock was the first to say that 
hay fever was due to heat. For numbers 
of years many agreed with him. Phoe- 
bus, in 1862 (in “Der typische Fruhsom- 
mer-Katarrh, Giessen) makes an interest- 
Ing observation with respect to the sea- 
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sons of the year. He considered that hay 
fever was due to some recondite quality 
possessed by the first heat of the summer 
which the heat later in the summer was 
not endowed with. In later years the 
heat theory was thought less of and hay 
fever was thought to be due to pollen. 
Still later it had been found to be due to 
some antigen to which the patient is sen- 
sitized. Heat is even now prominently 
advanced as the cause of vernal conjuncti- 
vitis. The first heat of summer comes in 
the spring. Spring used to be considered 
the cause of spring catarrh or vernal 
conjunctivitis. Many still claim that heat 
at any time is the cause of it. It is pos- 
sible that in warm weather the antigen is 
more prevalent or more active. Other 
than that heat has no bearing upon the 
etiology. 

Since many are exposed to the antigens 
that cause vernal conjunctivitis, hay fe- 
ver, or asthma, and only some develop it, 
there must have been some previous sen- 
sitization (Hollopeter, Mackenzie 1884, 
Sajous 1884) of the body by a protein in- 
troduced in the blood system, which has 
caused the formation of a precipitating 
antibody located in the fixed cells. These 
sensitized cells have a wide distribution, 
but some places are more exposed to the 
influence of the antigen than others, these 
places being the conjunctiva, nasal mu- 
cosa and bronchial mucosa. 

In vernal conjunctivitis the sensitive- 
ness is due to fixed cellular antibodies. 

H. H. Dale (in “Specific Sensitiveness 
and Anaphylaxis,” British Medical Jour- 
nal, January 14, 1922) Dr. Weil, Dr. F. 
Coke, Dr. Racheman and others state that 

“Anaphylaxis is due to the formation of a cel- 
lular antibody of the precipitin nature.” 

“It takes some time after the injection of the 
protein for these cellular antibodies to form, but 
with the complete formation the animal is sensi- 
tized”— (Hollopeter). 

The antibodies then have disappeared 
from the blood and become intracellular. 
Coke calls it an antigen antibody reaction. 
Scheppegrell, April, 1922, says that 

“An increased susceptibility to hay fever after 
the initial attack is due to the sensitized condi- 
tion resulting from the absorption of the pollen 
protein. The antibody resulting from this reac- 
tion is probably of the anaphylactic type, which 
——- a reduced resistance to further sensitiza- 

ion. 
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Given a patient sensitized, H. H. Dale, 

Noon, Freeman and others state that the 
antigen acting upon the antibodies in the 
fixed cells of the sensitized patient causes 
the anaphylactic symptoms. The types 
of symptoms vary according to the locality 
affected. In the conjunctiva there is ver- 
nal conjunctivitis; in the nose, hay fever, 
etc. Places are more frequently affected 
that are the more exposed. 

H. H. Dale and C. H. Kellaway, in 
“Anaphylaxis and Anaphylotoxins” 
(Philosophical Transactions, Royal Soci- 
ety of London, series B. V. ii, pp. 273-315) 
say: 

“Direct evidence is presented in favor of the 
view that anaphylaxis is produced by an antibody 
in the cells of the tissues. The same antibody, 
when free in the circulating blood or in the fluid 
surrounding an isolated muscle, has a protective 
function.” 

The idea of cellular antibodies and cir- 
culating antibodies was first suggested 
by Yonge, who called them endo- and exo- 
toxins (“Treatise of Hay Fever and 
Sneezing,” 1910) and by Carl Oppen- 
heimer. So the idea is not absolutely new, 
but it has been emphasized in many pa- 
pers of 1922. Drs. A. Lathan and F. 
Coke (“Sensitization of 270 Cases of 
Asthma,” the Practitioner, August, 1922), 
as a result of experiments, state: 

“The anaphylactic irritation is located in the 
cells of the tissues and not in the blood, as is 
proven by the bronchial spasm present in the 
lung, even after it is washed free cf the blood, 
which spasm occurs when the lung is perfused 
with the solution of the original protein.” 

This experiment proves what Sir An- 
drew Clark denied in 1886.'4 17 78 

There is much written on the cellular 
location of the sensitizing antibody, but 
the above expresses the view clearly and 
concisely. 

Bacterial vaccines benefit these types 
of cases, but as to the exact way that the 
vaccines furnish their protection there 
is also some difference of opinion. Two 
main views are held: (1) that the benefit 
is due to the tonic effect of the vaccine; 
(2) that it is due to an immunizing in- 
fluence produced by the bacterial vac- 
cine’s causing an increase in the circulat- 
ing antibody, which circulating antibodies 
afford protection. 

The tonic effect view is put forward by 
Dr. C. H. Sherman in “Site of Antibody 
Formation” (Am. J. Clin. Med., July, 
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1922) and also by Dr. I. M. Mullich (Cal- 
cutta Medical Journal, August, 1911). 
This view is best discussed by Dr. V. 
Dabney (New York Medical Journal, Feb, 
10, 1912, p. 275), who offers a plausible 
explanation of the tonic effect of vaccines 
by means of Ehrlich’s side chain theory. 
Now with regard to the immunizing in- 
fluence? of vaccine injections by increas- 
ing antibody formation, Dr. F. M. Rache- 
man in “Mechanism of Hay Fever” (Ar- 
chives of Internal Medicine, August 15, 
1922), speaking of the difference between 
allergy and immunity, says that 

“In allergy the antibodies are predominately 
in the fixed cells. This is when the patient is 
sensitized. But in immunity the anti- 
bodies are predominately in the circulating blood. 
The patient is then protected and will show no 
symptoms even if the antigen is injected.” 

The vaccines benefit by increasing the 
antibodies in the circulating blood. As 
to the mechanism by which these bacterial 
vaccines cause an increase of circulating 
antibodies, there is also some difference 
of opinion. Dr. Danysz and Dr. Sherman 
claim that their beneficial effect is not due 
to their protein content. The other group 
of doctors, Dr. Coke (“Asthma and Ana- 
phylaxis,” British Medical Journal, March 
21, 1921), Dr. H. H. Dale (British Med- 
ical Journal, January 14, 1922), and Dr. 
F. M. Racheman (Archives of Internal 
Medicine, August 15, 1922), held that the 
protein and not the toxic value of the vac- 
cines is the cause of the circulating anti- 
body formation. Dr. Sherman says: “The 
production of anaphylaxis varies in- 
versely with the toxicity of the infection.” 

This excess of circulating antihodies 
catch whatever happens to be the antigen 
that produces vernal conjunctivitis, hay 
fever, asthma, etc., and put it out of ac- 
tion before it reaches the sensitized cells. 
When this excess of circulating antibodies 
is used up the sensitiveness returns. 
recently saw a case which illustrated this. 
The patient was to return for another in- 
jection in four days. He returned in ten 
days, stating that seven days after his 
last injection the ocular symptoms had re- 
turned. Summing up opinions, we may 
say that given a condition of sensitive- 
ness to an antigen, or given a case sensi- 
tive to the causative factors of vernal con- 
junctivitis, vernal conjunctivitis will not 
be produced if the proper circulating anti- 
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bodies are made to circulate in the body 
fluids. Such circulating antibodies can 
be produced by the injection of vaccines. 
I have been using the kind of vaccines 
used by Dr. Scheppegrell in New Or- 
leans, La. He states that the organisms 
that cause hay fever are the micrococcus 
catarrhalis, Friedlander bacillus, pneu- 
mococcus, streptococcus and the staphylo- 
coccus aureus and albus. Mulford’s sero- 
bacterin may be better than the other 
forms of vaccines on account of the in- 
creased proteins it contains. Dr. A. Van- 
der Veer, Jr., in “The Present Status of 
the Treatment of Hay Fever and Asth- 
ma” (Am. J. Med. Sc., July, 1922), from 
a summary of 2000 cases, says that we 
must learn to discard the word “cured.” 
We may have to do the same thing with 
regard to vernal conjunctivitis, but we 
should by use of allergens determine if 
possible the causative antigens and re- 
move them, and try to immunize against 
those that cannot be removed. 

Dr. Jackson (Am. J. of Ophthal., April, 
1916) gives a very complete view of ver- 
nal conjunctivitis, classifying various eti- 
ological and other factors. I am not go- 
ing to take up your time giving you my 
classifications, but conclude with a sum- 
mary of the treatment. 


PRESENT TREATMENT OF VERNAL CON- 


JUNCTIVITIS 
1% or less 
or B Sod. Hypersulphate ...................... 1% or less 


or B Pot. Chlorate ..... 1% or less 

I have found eserine grs. % oz. 1 of benefit in 
some cases. 

To these may be added the treatment by 
x-ray or by radium, both of which have 
some dangers connected with them, as I 
have seen even when used by skillful 
hands. I heard of one case in October 
of this year where the hair follicles of lids 
were destroyed. I am hoping that the 
vaccine treatment may be found more 
successful and less dangerous. 


CONCLUSIONS 


(1) Vernal conjunctivitis is an ana- 
phylactic condition. 

(2) As vernal conjunctivitis has an 
antigen as its etiological factor, we may 
Say that: 

(a) The predisposing factor of vernal 
conjunctivitis and allied anaphylactic 
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conditions is a cellular antibody of the 
precipitin nature, producing a sensitized 
patient. 

(b) The exciting factor is some anti- 
gen. 

(c) The protection is furnished through 
circulating antibodies produced by vac- 
cines neutralizing in the blood the excit- 
ing factor. 

(3) Since vernal conjunctivitis is an 
anaphylactic condition, cases of vernal 
conjunctivitis should be tested out with al- 
lergens, just as cases of asthma and hay 
fever are now tested. 

(4) Treatment based upon these tests 
may be found even more effective than 
the vaccine treatment. 
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DISCUSSION 

Dr. K. W. Constantine, Birmingham, Ala.— 
Vernal conjunctivitis is a very rare disease in 
the vicinity of Birmingham. The few cases that 
have come under my observation gave a history 
of having had treatment from one to several 
years with strong caustics, and with marked dis- 
tress in every way. By looking after the gen- 
eral condition of these patients and using mild 
local medication, especially dilute acetic acid, 
they are often relieved of the symptoms. As 
yet I have not used any vaccines in these cases, 
but I believe there is indication for this pro- 
cedure. 

Dr. Phinizy Calhoun, Atlanta, Ga.—There is 
strong clinical evidence, according to the inves- 
tigations of Fort of Atlanta, that vernal con- 
junctivitis is due to a local seasonal irritant. 
In our clinic the disease is common in the negro 
child, both in the pure-blooded and the mulatto, 
commencing at various times in the spring, and 
depending, we think, upon how early the flowers 
bloom. 

Fort’s idea is that there is a similarity between 
vernal conjunctivitis and hay fever, and upon 
this hypothesis he uses the commoner plant vac- 
cines. In most instances he obtains a distinct 
focal reaction, but from the use of no constant 
pollen. 

His treatment, besides a local wash of zinc sul- 
phate solution, has been the subcutaneous: injec- 
tion of pollen vaccines, with an apparent im- 
provement. An eosinophilia (both local and gen- 
eral) is the only constant laboratory picture in 
vernal conjunctivitis, and it is commonly known 
that certain local irritants, notably powdered 
ipecac, commonly used by soldiers to induce a 
conjunctivitis, will produce it. It is therefore 
reasonable to believe that pollen or plant irritants 
may be the responsible factor in the causation of 
vernal conjunctivitis. 

While the thought expressed in Dr. Town- 
send’s paper is in the experimental stage, it is 
well worth considering. In the meantime, until 
this or some other idea can be developed, I em- 
ploy radium as the only therapeutic agent which 
will definitely cure vernal conjunctivitis. 


Dr. W. E. Driver, Norfolk, Va.—At the meet- 
ing of the French Medical Society in Strasbourgh 
in March of this year there was a symposium 
on anaphylaxis, in which what we know and 
what we do not know about anaphylaxis was 
pretty well threshed out. It seemed to be estab- 
lished there that we can get away from the idea 
that anaphylaxis is solely produced by the inter- 
action of antigens and antibodies. Such men as 
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Widal, Richet and Bordet have established that 
you do not necessarily need a nitrogenous sub- 
stance to produce anaphylaxis. 

In 1913, Bordet showed he could produce most 
marked anaphylactic conditions with agar agar, 
and Widal showed that we could have definite 
anaphylaxis from cold. As demonstrated by one 
of Widal’s patients, an anaphylactic condition 
not only was produced by aspirin and antipyrin, 
but also by polyps in the nose. When these 
polyps were removed asthma ceased and when 
the polyps came back asthma returned. The 
same patient had asthma from the emanation of 
sheep. : 

We know definite auto-anaphylactic conditions 
from x-ray, heat and cold. I should like to men- 
tion a patient who was referred to me because 
his ears stopped up if he took a cold bath, or 
washed his face in cold water. I immersed his 
hands in cold water and found on examination 
that he had a typical edematous condition of the 
eustachian tube and middle ear. The history he 
gave was definite. He said he had abandoned 
bathing his hands and face in cold water. Such 
reaction to cold is not new. Murri described a 
similar condition in some papers published from 
1880 to 1886. 

I think Lumiere’s hypothesis as to colloids and 
the unstable colloidal equilibrium in some persons 
who may be upset by x-ray, heat, cold, pollens, 
pretein, etc., is worthy of consideration. There- 
fore how can you tell whether vernal conjuncti- 
vitis is due to pollen of the spring time or to 
heat? I have seen these cases clear by the use 
of cold applications. I cannot see how we can 
definitely treat these cases by vaccines. It would 
be more rational to go back to the idea of using 
the person’s own serum in small doses and not 
allowing enough time to elapse to produce ana- 
phylactic shock. This treatment suggested by 
Besredka seems far more rational to me than the 
use of haphazard pollen vaccines. 

Dr. Townsend (closing).—Colds, of course, 
are one of the causative factors. As you find 
an increase in the variety of bacterial causes 
and of food and of plant antigens, you find that 
you have just so many more antigens to test the 
sensitiveness of your patients for. 

In acute attacks of hay fever, the bacterial 
cause seems to have a great influence, because 
you first reduce the acute attack by bacterial 
vaccines and then desensitize them by pollen ex- 
tract. 


CONSERVATISM IN NASAL SURGERY* 


By W. W. Potter, M.D., 
Knoxville, Tenn. 


I wish to bring to your attention and 
discuss in a general way some of the most 
common pathological conditions seen in 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 
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the nose, the most frequent operative pro- 
cedures instituted for the relief of these 
conditions, the after treatment and end 
results. 

Man is not so dependent on the sense of 
smell as a guide in selecting the proper 
food for the body, or for protection, as 
some of the lower animals; therefore, the 
most important function of the nose is the 
receiving, purifying and warming of the 
air we breathe. Anything, be it foreign 
body, polypi, deviated septum, or hypertro- 
phied turbinals, that in any way interferes 
with this function is a menace to the health 
and welfare of the individual, and should 
be removed, or corrected. ° 

When we speak of intra-nasal disease 
we usually mean sinus disease. Diseases 
of the accessory sinuses account directly 
or indirectly for practically all of the intra- 
nasal operations that are performed, and 
the pathological conditions necessitating 
these operations are in practically all in- 
stances caused by some obstruction or in- 
terference with the natural drainage and 
ventilation of these accessory cavities, the 
removal or correction of which will result 
in the relief and cure of most cases. How- 
ever, many of us have been, and some still 
are, too enthusiastic in operating upon 
nasal pathology. 

I take it we are as one in the belief that 
the main object of these operations is to 
establish proper drainage and ventilation 
of the nose and accessory sinuses. There- 
fore to accomplish this with the removal 
or destruction of as little tissue as possible 
should be the aim of every nasal surgeon. 

It has always been a simple matter to 
remove the middle or the inferior tur- 
binate, and in spite of the fact that this 
operation is rarely ever necessary or indi- 
cated, some of us continue our ruthless 
destruction of these most important 
structures. Some operators maintain that 
the loss of the middle turbinate is of little 
consequence, and they invariably remove 
it before any ethmoid operation. With a 
few exceptional cases this is possibly ex- 
cusable, but as a rule it is unnecessary, and 
radical in the extreme. Pratt maintains 
that it is unnecessary in ethmoid opera- 
tions, and suggests that the middle tur- 
binate be infracted and pushed to one side, 
and. replaced when the ethmoid operation 
Is finished. I heartily agree with him in 
this instance. 
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It is sometimes necessary to remove cer- 
tain portions of the turbinates, such as 
hypertrophies of the posterior tip of the 
inferior, or the anterior superior tip of the 
middle turbinate preceding intra-nasal 
frontal sinus operations, or possibly the 
anterior tip of the inferior turbinate when 
a large opening is desired into the maxil- 
lary sinus, but care should be exercised to 
preserve as much of these structures as 
possible. A nose without turbinates will 
eventually become dry and scaly, and upon 
inspection will remind one of looking into 
a rusty gun barrel. It is about as ser- 
viceable as far as its chief function is con- 
cerned, and in addition troublesome phar- 
yngitis invariably follows. 


In our clinic we see a goodly number of 
negro patients, black big nosed individ- 
uals, in whom I have often observed a con- 
dition of the inferior turbinate which I 
believe to be peculiar to the negro. These 
are large spongy cauliflower-like masses 
that completely block the nares, and in 
some cases project into the phaynx. The 
turbinal bone proper is of the same soft 
spongy nature, and nothing short of com- 
plete removal of these masses will afford 
the patient relief. Most of these patients 
show a positive Wassermann, but the pro- 
tracted use of anti-syphilitic treatment 
does not restore the turbinates to normal. 
And owing to the fact that the majority 
of our negro patients show positive Was- 
sermann reactions, regardless of this par- 
ticular condition, we have been slow to 
believe it to be due to syphilitic infection. 
Tuberculosis is also common among ne- 
groes, but we have been unable in these 
cases to diagnose tuberculosis in the lungs, 
or elsewhere, and cannot believe it is a 
primary tuberculous infection. It differs 
from the papillary hypertrophy of the 
turbinates, which is frequently seen, in 
that the hypertrophy is not confined to 
either end, but extends throughout the 
entire turbinate body, and was confined to 
the inferior turbinate in all of these cases. 
However, from a histological standpoint, 
there is some similarity in that in both 
there is marked hyperplasia of the fibrous 
tissue in the subepithelial layer, with con- 
siderable edema. In a period of twelve 
years I have never observed this particular 
condition of the inferior turbinals in a 
white patient, and therefore have con- 
cluded that it is peculiar to the negro. In 
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this particular type of case only have I 
ever found it necessary to remove the en- 
tire lower turbinate, and then only after 
repeated cauterizations failed to restore 
the turbinals to normal. 

A deflected septum is the direct or indi- 
rect cause of practically all intra-nasal 
diseases, and were it not for this most 
common deformity, we, as rhinologists, 
would cease to be of very much use in our 
communities. The septum is deflected 
either from trauma or faulty development, 
and in either case if there is a marked de- 
flection, the turbinates are sooner or later 
involved, preventing the proper aeration 
and drainage of the sinuses, consequently 
sinus disease is very likely to be the re- 
sult. The sub-mucous resection is the only 
operation to be considered for the correc- 
tion of the deviated septum, and I have 
nothing but praise for this operation when 
it is indicated, and when it is properly per- 
formed. But there are outstanding indi- 
cations for it, and ‘we should be careful 
that our enthusiasm for it does not inter- 
fere with our best judgment as to when it 
should or should not be done. A nose with 
a perfect septum is very rare, and there 
are a great many persons with more or less 
marked deformity of the septum who 
never develop symptoms which would jus- 
tify a sub-mucous resection. We should 
have in mind indications, and contra-indi- 
cations, and practice conservatism in se- 
lecting cases for this operation. A well- 
performed sub-mucous resection will facil- 
itate drainage and ventilation of the eth- 
moids, and frequently relieve the patient 
of symptoms such as headache, sneezing, 
ocular disturbance, etc., which are attrib- 
utable to ethmoid disease, and oftentimes 
render an ethmoid operation unnecessary. 

As stated above, sinus disease accounts 
directly or indirectly for practically all 
intra-nasal operations. The ethmoids are 
more frequently involved than any of the 
sinuses, and not infrequently suppuration 
in adjacent sinuses ceases very soon after 
the ethmoids are opened and drained. 
This well-established fact should encour- 
age us to deal more conservatively with 
some of these sinus conditions than we 
have been accustomed to in the past. _— 

All of the classical ethmoid operations 
described and illustrated in the literature 
and text books are radical operations. 
They contemplate the complete exentera- 
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tion of the ethmoid cells, and even the re- 
moval of the immediate adjacent normal 
tissue. Some rhinologists advocate this in 
all cases of suppurative ethmoiditis; but 
to my mind the results obtained do not 
warrant such a radical procedure. The 
majority of these cases will respond most 
readily to more conservative measures, 
such as the correction of any deformity of 
the septum or middle turbinate to insure 
the proper drainage, the intelligent use of 
suction and irrigation, and the proper at- 
tention to the diet. The diet I believe to 
be most important if the patient is a child. 
Sinusitis is not so rare among children as 
we formerly thought. It is very common 
in certain sections of our country. The 
removal of tonsils and adenoids will clear 
up about 90 per cent of sinusitis in young 
children, and practically all of the other 10 
per cent will be cured by irrigation or suc- 
tion, or both, with proper attention to diet, 
if the climatic conditions are good. 


No infant or young child should be sub- 
jected to any sinus operation except as a 
last resort, or until all other measures have 
failed. The diagnosis should be clear, and 
the prognosis well guarded. In adults 
where it is deemed advisable to attempt 
complete exenteration, it is impossible for 
most of us to know whether or not we 
have removed all of the diseased cells, and 
this fact accounts for the two or more 
operations necessary in practically all of 
these cases before a cure is obtained. 
When the removal of all the cells is con- 
templated, Reeves has called attention to 
the importance of conserving the muco- 
periosteal membrane, and to do this it is 
necessary to use a biting forcep guided by 
sight, rather than a curette guided by the 
sense of touch. It is well to remember 
that one can be conservative and still re- 
move all of the diseased cells or polypi 
that present themselves to view. A radi- 
cal operation on the sphenoid sinus is very 
seldom necessary except in rare instances 
where serious complications arise. 


The diagnosis in sinus diseases is very 
important, and to determine the proper 
treatment in some cases is very difficult. 
The radiograph is of value only in deter- 
mining the size of the sinuses, and should 
be had in all cases where operation is con- 
templated. Transillumination is of some 
value as an aid in diagnosing frontal or 
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maxillary sinus disease, but of no value in 
diagnosing ethmoid or sphenoid disease. 
Stucky’s remark that the presence of a 
little pus in the nose is no indication for 
a surgical operation is a wise one, and 
should be borne in mind by every one who 
is called upon to diagnose and treat intra- 
nasal pathology. 


DISCUSSION 


Dr. W. T. Patton, New Orleans, La.—One of 
our men, a good man, reported 16 radical frontal 
sinus operations in one year. The rest of the 
hospital had had one. He showed that he had an 
idea he could do this operation and he was going 
to do it. The older men grow and the more expe- 
rienced the less do they do radical work in sinuses. 

A proper sub-mucous operation is one of the 
best operations we can do, without sacrificing im- 
portant structures. I want to emphasize “proper” 
sub-mucous operation. If it is not done entirely 
you will not get good results. Every bit of de- 
formity that is causing lack of drainage must be 
corrected. In many septum cases you are sur- 
prised to find how much deviation there is after 
the tissues are shrunken. You usually have to go 
back to the sphenoid bone to get an absolute cor- 
rection of the septum. I am not always so radi- 
cal, but when there is a deformity, I correct it by 
sub-mucous. If you leave a little deviation it 
-—" the membrane out of balance all the way 

ack. 

I do not believe in the sacrificing of a turbinate. 
The simple method of fracturing the middle turbi- 
nate will often answer. The same thing will hold 
true in the inferior turbinate. 

I believe in all radical sinus operations we have 
trouble. They all come back every time they 
catch cold. We can expect it. The wound is 
bound to fill up either with granulation tissue or 
scar tissue, and every time they get a little infec- 
tion the sinuses give trouble again. 

_I had one case, a negro with blocked nose. I 
did everything to his inferior turbinate, but could 
not get room. He had a slight deformity of the 
septum, and I thought by removing the septum I 
could possibly get rid of this condition. I did a 
sub-mucous, or attempted to, worked three-quar- 
ters of an hour. I never did find any bone or 
cartilage in his septum. I saw another case like 
that. It would be interesting to know whether 
the negro has cartilage or bone in his septum. I 
re te had to cut off part of the inferior turbi- 
nates. 

_Dr. John J. Shea, Memphis, Tenn.—It is all 
right to be conservative before you operate. Give 
treatment a good chance; look after the endo- 
crines, diet, and all that; but when you do operate, 
do sufficient work to get results. 

There are two or three things I think important 
to do. In the first place, the ventilation must be 
good from before backwards. In the army we 
saw hundreds of men who had two sub-mucous 
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operations. You could put in the nasal speculum 
and have an apparently ventilated nose because 
the part that was pushed back by the speculum 
was obstructing their breathing. You cannot al- 
ways start the incision inside of the cartilage. 
Quite often the front piece of that cartilage 
must be taken off and the front door opened to 
get any air into the nose. 

When a septum is replaced in the median line 
and comes into contact with the middle turbinate 
of its previous concave side, it is best to ampu- 
tate this turbinate. Otherwise, the patient will 
merely have exchanged an obstruction on one 
- of the nose for an obstruction of the other 
side. 

In ethmoid work, remove the middle turbinate 
completely and give it a chance, and then you 
will get results. If you do go into the ethmoid 
cells, like the mastoid, it must be done completely. 
There is no half-way operation on the ethmoids. 
In order to be sure that you have all the cells 
open, you must start back at the sphenoid and 
from the anterior wall of the sphenoid open up 
all the posterior ethmoid cells and come forward 
and take off the uncinate membrane. Be con- 
servative the day before you operate, but when 
you do operate, do what is required. 


Dr. Robert W. Bledsoe, Covington, Ky.—Ten or 
twelve years ago it was not at all uncommon for 
men doing nasal surgery to remove almost the 
entire inferior turbinate. Many times I have 
seen a piece of inferior turbinate a half inch in 
thickness and two or three inches long removed. 
I think today surgical procedure of that sort 
is very rare, but a paper on conservatism is 
timely. 

I would like to call attention to one point re- 
garding submucous operation. Within the last 
year or two I have seen a number of atrophic 
rhinitis cases with tremendously deflected septa, 
the principal focus of infection occurring on the 
enlarged side of the nose. In other words, the 
badly diseased side was on the concave side, 
whereas the good part of the nose was on the 
convex side. I recall one I have on hand now 
in which I would consider it bad surgery to do 
a submucous resection. The concavity is on the 
left side, the convexity on the right. On the 
concave side there is practically no middle nor 
inferior turbinate. The nasopharynx and, I be- 
lieve, the eustachian tube, are almost completely 
scar tissue instead of normal mucosa, and there 
is infection of the eustachian tube and middle 
ear. This man is very anxious for relief. I 
have promised him relief on one condition, and 
that is if I can build up the septum. If I can 
create a deflected septum on the left side as I 
have on the right, I believe that will do this 
man a great deal of good; whereas, if I were to 
do a submucous resection and remove the con- 
vexity from the right side, I believe his trouble 
would not only be on the left side, but progress to 
the right side. 
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PROBLEMS OF THE NEW TYPE OF 
DEEP X-RAY THERAPY 


The introduction of the new high volt- 
age x-ray machine has provided a thera- 
peutic agent which has been shown to 
have an undoubted and often marvelous 
influence not only upon primary malignant 
growths, but also upon the secondary 
metastatic processes. There is a consen- 
sus of opinion among roentgenologists 
both in this country and abroad that it 
is an agent which has produced results 
which the old type of x-ray apparatus 
could not approximate. 


Experience has shown that this agent is 
not devoid of danger, and many fatalities 
from its employment have resulted. Most 
of these ill results in the past have been 
caused first, by the inability of the roent- 
genologist to measure with any degree of 
accuracy the amount of radiation which 
will reach a given point; secondly, because 
not until recently were there biologic 
studies which furnished any conception of 
the amount of radiation necessary to affect 
a given tumor; and thirdly, because there 
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was not a,sufficient realization of the sys- 
temic effect of these rays upon the blood- 
forming organs. 


The accurate measurement of the dosage 
and frequent blood examinations to deter- 
mine the leucocyte count will avoid en- 
tirely the danger, which has been shown 
to exist, of producing aplastic anemia by 
over-dosage. A decided drop in the leuco- 
cyte count is an indication for the cessa- 
tion of treatment for the time being; and 
treatment should not be resumed until the 
white cell count returns to normal. 


Sometimes, after the, patient has re- 
ceived these rays over a prolonged period, 
particularly if large areas of the body 
have been radiated, nausea, malaise and 


other minor symptoms of ill-being develop. 
When these symptoms occur, treatment 


should be discontinued. They usually dis- 
appear rapidly after the cessation of treat- 
ment. 


This work is still in the experimental 
stage, though it has already given some 
remarkable results. Members of the Asso- 
ciation have done much toward advancing 
it. To prevent repetition of one’s mis- 
takes, so far as possible, dosage should be 
described accurately for each reported 
case. 


A method of measuring the amount of 
radiation given to a particular area is now 
available to all, and the roentgenologist 
who fails to avail himself of it will lay 
himself open not only to severe criticism, 
but possibly to damages. Last, but not 
least, his work will be of absolutely no 
scientific value. Unfortunately even at 
this late date many roentgenologists who 
are employing this new form of deep x-ray 
therapy have not availed themselves of 
this accurate scientific method of meas- 
urement. 
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ORIGIN OF MALARIA IN THE 
AMERICAS 


The question has often been asked, did 
malaria exist in America prior to Colum- 
bus’ discovery? We are inclined to doubt 
it. However, anopheles mosquitoes did, 
exist here, the American species differ- 
ing from those of the Old World; and when 
the parasites were introduced by European 
and African carriers, malaria quickly 
spread both from them and from the in- 
fected Indians. 

The historical evidence for this is rather 
convincing: 

(1) In the early expeditions of Europe- 
ans coming from reasonably healthful re- 
gions and simply passing through hither- 
to unvisited Indian country, extensive sick- 
ness is rarely recorded, except that due to 
hardship and starvation. This is true 
even when the region traversed by the 
expedition is now malarious and was at 
that time physically well suited for the 
production of anopheles mosquitoes, and 
doubtless was then producing them. In 
a number of such instances the absence of 
sickness is implied and in some specifically 
mentioned. 

(2) When, however, a fairly prolonged 
stay or settlement was made by Europe- 
ans in places which are now malarious, 
“fevers and calenturas” very generally de- 
veloped and in many cases were deadly. 
This was especially the case when the ex- 
peditions came from, or via, places (usu- 
ally in America) where such fevers were 
prevalent. Even a somewhat prolonged 
stay at one place—as when Orellana re- 
mained “over the whole of Lent” at one 
place on the Amazon—did not lead to sick- 
ness when the Europeans had been long 
resident in regions free from malaria. 

For example, (1) The implication is 
strong that there was no serious sickness 
—if there was any—in Oxenham’s expe- 
dition of 1575 across the Isthmus of Darien 
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and return until he had gone into a fairly 
permanent camp on the north coast in the 
country of the “Cimaroons,” negro slaves 
who had run away from the Spaniards. 
Yet Isaac Strain of the U.S. Navy, in 1854, 
with all the facilities of that much later 
period, lost a number of his men from 
fevers on crossing one way and could not 
have made the return journey. 

(2) Drake’s Darien expedition, of 1572, 
reported no sickness until they had been 
long in permanent camp on the north coast 
of the Isthmus and practically in commu- 
nication with Spanish settlements. They 
had been in the country about six months 
before the outbreak of “calenturas” 
showed up and that may, or may not, have 
been malaria. 

(8) Raleigh’s expedition of 1595 by 
boat and on foot up the Orinoco for 400 
miles is worthy of mention. 

To quote him, “Moreover the country is 
healthful; as 100 persons and more which 
lay (without shift most sluttishly and were 
evry day almost melted with heat in row- 
ing and marching and suddenly wet againe 
with greate showers and did eat all sorte 
of corrupt fruits and made meales of fresh 
fish without seasoning: of Tortugas: of 
Lagartos and of al sorte good and bad 
without either order or measure and be- 
sides did lodge in the open air evry night) 
we lost not any one, nor had one ill dis- 
posed to my knowledge, nor found anie 
Calentura or other of those pestilent dis- 
eases which dwell in all hote regions so 
near the Equinoctial line.” 

He entered the river the latter part of 
March or early in April—was there in the 
rainy season—and made it his business 
to stop at Indian villages. This result 


could not now be duplicated even with 
quinin. 

(4) Orellana’s long voyage down the 
Amazon in 1541 entailed little (and appar- 
ently no) loss from sickness, although the 
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men were broken by privation and starva- 
tion before they started,—seven dying of 
hunger. They made at least two pro- 
longed stops,—one of not less than 47 
days near the mouth of the Napo (build- 
ing boats) and one of 18 days, repairing 
them some months later. They had much 
communication—hostile generally—with 
the Indians and got their provisions from 
their villages. 


At present from such a trip of over 
seven months, and without quinin, we 
should expect a loss of over 75 per cent of 
the expedition. 


(5) The first invasion of Tabasco by 
Cortez, in 1519, was apparently not fol- 
lowed by sickness among his men; yet in 
1529, when Montejo wished to use this 
province as a base for the invasion of Yuc- 
atan, it was so unhealthful that the Span- 
iards, occupying it since 1523, were on 
the point of abandoning it. It is bad 
enough now, from malaria. 


(6) There were deaths, probably a num- 
ber of them, in the expedition Cortez led 
across the wet lands of Tehuantepec and 
southern Campeche and Yucatan to Hon- 
duras in 1524-5; but they seem to have 
been due to privation and hardship rather 
than disease. They even ate their guides 
(“a strategic error,” records Capitan Don 
Bernal Diaz) and thus lost their way. 
Had that country been as malarious as it 
is now, those Spaniards and Mexicans 
from the highlands had probably never 
reached the Honduran coast. 


(7) The sanitary condition of the coun- 
try adjacent to the port of Vera Cruz 
(Medillin) changed much for the worse 
both for Spanish and Indians after its oc- 
cupation as a permanent settlement from, 
say, 1519, when it was first occupied and 
when we hear nothing of its unhealthful- 
ness, to 1537 when Bishop Marroquin com- 
plained so bitterly of it. 


MEDICAL JOURNAL 


July 1923 


For the second part, settlements once 
established in places now recognized as 
malarious soon or in time became un- 
healthful, sometimes extremely so, as Isa- 
bela, Nombre, de Dios, Vera Cruz, Sta. 
Marta, Martinique, the Guianas, James- 
town, Biloxi, Port Royal (S. C.), New Or- 
leans, Savannah, etc. It is to be noted 
that almost as soon as these settlements 
in Spanish and French America were es- 
tablished, negroes direct from Africa were 
introduced. 


Compare this with Africa. Europeans 
visiting the West Coast of Africa—even 
the first visitors— came away with fe- 
vers, although the visit may have been 
very brief. No stay on any West African 
river comparable to Raleigh’s on the Ori- 
noco or Orellana’s on the Amazon was pos- 
sible without an enormous loss of life, 
possibly of the whole expedition judging 
from the loss of staying a shorter time. 
When in the voyage to America vessels 
stopped at West African ports, whether 
mainland or on the adjacent islands, we 
find almost invariably (no expressed ex- 
ceptions are recalled) that they suffered 
from fevers during the remainder of the 
voyage before reaching America. Such 
was the case with Hawkins, in 1567, with 
Drake and Carleisle, in 1588, and with 
very many others. 

It seems highly probable, therefore, that 
malaria was not indigenous to North, Cen- 
tral or South America at the time of their 
discovery by the white man, and their set- 
tlement by him and the negro. 


HONESTY IN SCIENTIFIC WORK 


Severe criticism was heard of the false 
claims of a speaker at a recent large medi- 
cal convention. Marvelous results in treat- 
ment were reported by one who advanced 
no new theories or modifications of tech- 
nic to account for them. Apparently he 
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desired a credit which was wholly unde- 
served. All present were impressed with 
the fact that an untruth was being uttered 
and all felt shocked at its occurrence in a 
scientific gathering. This is indicative 
of something which might occur anywhere, 
put which, if it happened with any fre- 
quency, would undermine all faith in re- 
search work and make progress in medi- 
cine impossible. 

Liars are indigenous to all climes and 
are exempt from no classes. But the idea 
of a physician’s trying to secure unmerited 
glory by misstating facts is revolting. 

Science in general, and the medical pro- 
fession in particular, prides itself upon 
the fact that experiments and clinical cases 
are described as they occur. Enthusiasm 
and human limitations of the author often 
color the deductions, but the basic data 
must be accurate. Exceptions to this rule 
are fortunately rare. 

Honesty is the fundamental virtue that 
differentiates the ethical physician from 
the charlatan. Those occasional mis- 
guided ones who deviate from this prin- 
ciple deserve the condemnation which they 
universally receive from the profession. 


SOUTHERN PEDIATRIC SEMINAR 


The number of small communities in the 
South and the remoteness of many of them 
from the larger centers, make the pediat- 
ric specialist inaccessible to many who 
would otherwise seek his services. 

The need of more post-graduate courses 
in pediatrics for the general practitioner 
and the specialist has long been apparent; 
as the Southern physician has more and 
more tried to perfect himself in children’s 
diseases. 

With this in view, a few seasons ago, the 
Southern Pediatric Seminar was estab- 
lished at Saluda, North Carolina, and it 
has been repeated with increasing attend- 
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ance for two weeks every summer since 
then. 

The Seminar is held high up in the 
North Carolina mountains in connection 
with the Infants’ and Children’s Sani- 
tarium where the climate is ideal for 
study and recreation, and where many 
infants are brought for the treatment or 
prevention of illness. The sick or well 
infant’s diet is taken care of by a special 
diet kitchen and proper food, and pleasant 
surroundings permit of a rest for parents 
and children. 

The staff is made up of lecturers 
selected from over the South. The Semi- 
nar fills a need and will doubtless grow 
steadily in popularity. 


Correspondence 


MEDICAL WORK AMONG THE LEPERS 
OF KOREA 


Editor, SOUTHERN MEDICAL JOURNAL: 

I have under my care at our Mission at 
Kwangju, Korea, 500 lepers; and as this work 
is done entirely by charity we are usually very 
short of drugs, instruments and supplies. Often 
physicians in the South are retiring from prac- 
tice or taking up special work and have instru- 
ments that we could use to advantage. And then 
there are those who have instruments that are 
somewhat obsolete in their work but not so in 
ours. 

Our lepers do much of their own medical work 
and give these 500 oil injections every Saturday. 
The following articles we use chiefly: hypoder- 
mic syringes that will take oil and needles for 
them, knives or bistouries, dental and artery for- 
ceps. We can also use, and have need for, nearly 
any surgical instruments, razors, caps, gowns, 
sheets, bandages, medical tablets, etc. In send- 
ing these they should be made up in a small 
bundle, well wrapped and tied, and mailed by 
parcel post to Dr. R. M. Wilson, Kwangju, Korea, 
and marked “Gifts for the Leper Hospital’. 
Not more than eleven pounds can be sent in one 
package. 

For the lepers we also need a sterilizer and 
microscope, and for the general hospital a dental 
chair. Write me first about instructions for 
sending these larger articles. 

Nurses in hospitals and physicians’ offices 
could render a great service by saving bandages 
and gauze, having it washed out and sent to us. 
We never have enough of this kind of supplies. 
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Four dollars per month supports a leper. Two 
hundred and fifty dollars will erect a brick cot- 
tage to accomodate ten inmates. 
Any aid our medical friends can give will be 
greatly appreciated. 
Yours fraternally, 
R. M. WILson, M. D. 


Montreat, N. C., June 26, 1923. 
Permanent address: Kwangju, Korea. 
Address until August 12: Montreat, N. C. 


(Editor’s Note: Dr. Wilson is from the South and is in 
charge of the medical and surgical work of the Mission of 
the Southern Presbyterian Church at Kwangju, Korea. He 
attended the meeting of the Southern Medical Association 
last November and a paper read by him there in the Section 
on Dermatology and Syphilology on “Treatment of Leprosy” 
appears on page 507 of this issue.) 


Book Reviews 


Translations of Selected Passages from De 1’Ausculatation 
Mediate (First Edition). By R. Theophile H. Laennec. 
With a biography by Sir William Hale-White, K.B.E., 
M.D., Consulting Physician to Guy’s Hospital; President 
of the Royal Society of Medicine. Medical Classics Se- 
ries. 4 illustrations. 193 pages. New York: William 
Wood & Co., 1923. Cloth, $3.75. 

The great influence of Laennec’s work on modern medicine 
is so well understood that this feature of the book needs no 
comment. 

Sir William has written an appreciative biography. His 
translation is perfect in not only making us comprehend 
what it was the intention of the author, Laennec, to convey, 
but even the style has been retained. 

The selections are well chosen and give a vivid idea of the 
great insight and industry of Laennec. 

One could wish that Sir William would translate the full 
text, so that we might have this book with his annotations to 
serve as an inspiration to all of the medical profession. 


Collected Papers from the Washington University School of 
Medicine. Vol. 1, 1921. With 347 illustration and 1079 
pages. St. Louis: C. V. Mosby Co., 1923. 

The volume is a compilation of the papers contributed dur- 
® ing 1920-1921 by membe:s of the faculty of the Medical 
S-hool. 

These sixty-five articles have been selected with a view to 
their practical application to clinical medicine. They cover 
a different field of medicine from the purely philosophical 
contribution of Dr. George Dock on ‘The Social Trend of 
Medicine” to technical papers such as that of Drs. Canby G. 
Robinson and George R. Herrman on ‘Paroxysmal Tachy- 
eardia of Ventricular Origin and Its Relation to Coronary 
Occlusion.”” Phases of dermatology, pediatrics, ophthalmol- 
ogy and oto-rhino-laryngology are also included, as well as 
certain subjects in the field of surgery and radiology. 


Cerebrospinal Fluid. In Health and Disease. By Abraham 
Levinson, B.S., M.D., Associate in Pediatrics, Northwest- 
ern University Medical School; Attending Physician, De- 
partment of Contagious Diseases, Cook County Hospital, 
Chicago; Attending Pediatrician, Sarah Morris Hospital 
for Children of the Michael Reese Hospital, Chicago; At- 
tending Pediatrician, Mount Sinai Hospital, Chicago. 69 
illustrations, including 5 color plates. Second edition, 
thoroughly revised. St. Louis: C. V. Mosby Co., 1923. 
Cloth, $5.00. 

In this very valuable little monograph, written by one 
who has long been deeply interested in the subject, there are 
a few omissions. Notably among these is one whose absence 
it is difficult to explain, namely, the increase of sugar in 
the cerebrospinal fluid as a sign of diagnostic importance in 
encephalitis lethargica. 

The complete bibliography at the end of each chapter, as 
well as the appendix containing the monographs, is of great 
value for reference. 

The book is a good one. 
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The Chemistry of Tuberculosis. 


Being a Compilation and 
critical Review of Existing Knowledge on the Chemistry 
of the Tuberculosis Bacillus and Its Products. By H, 
Gideon Wells, M.D., Ph.D., Director, Otho S. A. Sprague 
Memorial Institute; Professor of Pathology, University of 
Chicago and Rush Memorial College. Lydia M. DeWitt, 
M.D., A.M., Member, Otho S. A. Sprague Memorial Insti- 
tute; Associate Professor of Pathology, University of Chi- 
cago and Rush Medical College. Esmond R. Long, Ph.D., 
Assistant Professor of Pathology, University of Chicago 
and Rush Medical College. 447 pages. Baltimore: Wil- 
liams & Wilkins Co., 1923. 

This book is the result of systematic work that has been 


done on the chemotherapy of tuberculosis at the Otho §, A, 
Sprague Memorial Institute since 1911. Its purpose, as 
stated, is to facilitate in some degree the study of the prob- 


hl 


lems of tuberculosis and serve as a r 


y ref- 
erence work on the chemical processes of interest to the 


student of this disease. 
It is divided into three sections: Section I, The Chem- 


istry of Acid-Fast Bacteria, by Esmond R. Long; Section II, 
The Chemical Changes in the Tuberculous Host, by H. Gid- 
eon Wells; and Section III, The Chemotherapy of Tubercu- 
losis, by Lydia M. DeWitt. 


The volume is primarily intended for the student who is 


fully familiar with modern biological and physie-chemistry. 
To those possessing this fundamental recent knowledge it 
should be of great value in outlining both the advances and 
lack of progress made by medical science in this branch of 
tuberculosis. 


This highly specialized data forms a careful resume of 


work which has been done on the chemistry of tuberculosis, 
together with a valuable bibliography. Unique in its scope, 
it is needless to say that the book is destined to pass through 
many editions. 


Laboratory Studies in Tropical Medicine. By C. W. Dan- 


iels, MB. (Camb.). F.R.C.S. (Lond.), Late Lecturer on 
Tropical Diseases, London Hospital, St. George’s Hospital, 
and London School of Medicine for Women; Formerly Di- 
rector, London School of Tropical Medicine; Director, In- 
stitute for Medical Research, Federated Malay States; 
Member, Royal Society Malaria Commission in India 
and Africa, and in the Medical Service of the Colonies of 
Fiji and British Guiana; Consulting Physician, Hospital for 
Tropical Diseases. And H. B. Newham, C.M.G., M.D 


(Durh.), M.R.C.P. (Lond.), D.P.H. (Camb.), D.T.M. & H. 
(Camb.), Director, Department of Tropical Pathology and 
Warden of Studies, London School of Tropical Medicine; 
late Temporary Lt.-Colonel, Royal Army Medical Corps, 


and Consultant in Tropical Diseases, East African Forces. 
184 text figures and 7 colored plates. 576 pages. Fifth 
edition, thoroughly revised. New York: William Wood & 
Co., 1923. Cloth, $7.00 net. 


This book has long been a standard in the tropics. No 
matter how out of the way one may find a physician in the 


jungles, if he has only two books, this will be one of them. 
The reason is not hard to find: Daniels has done laboratory 
work under the same privations imposed by the tropics, and 
hence his directions and suggestions are the result of per- 
sonal experience. 

The methods advised are all practical; and the authors’ 
position in tropical medicine makes their statements authori- 
tative. The book is a desirable addition to the library of 
any physician working with tropical diseases. 


Diseases of the Nervous System. A Text Book of Neurology 
and Psychiatry. By Smith Ely Jelliffe, M.D., Ph.D., 
Formerly Professor of Psychiatry, Fordham University, 
New York, and Formerly Adjunct Professor of Diseases of 
the Mind and Nervous System, New York Post-Graduate 
Medical School and Hospital. And William A. White, 
M.D., Superintendent of St. Elizabeth’s Hospital, _Wash- 
ington, D. C., Professor of Nervous and Mental Diseases, 
Georgetown University; Professor of Nervous and Mental 
Diseases, George Washington University, and Lecturer on 
Psychiatry, U. S. Army and U. S. Navy Medical Schools. 
lllustrated with 475 engravings and 13 plates, 1119 
pages. Fourth edition. Philadelphia and London: Lea & 
Febiger, 1923. Gloth, $9.50. 
This well-known text book has gone into four editions in 

the past eight years, which speaks for its popularity with 

the medical profession. 

There is not the space given to psyco analysis as in former 
editions. Like its past editions, it is a reliable text book. 
For one desiring the basic principles of the subject, the 
book can be recommended. 
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Internal Medicine. A Work for the Practicing Physician 
on agnoss and Tr’atment, with a Complete D sk Index, 
in three volumes. Illustrated with 427 text illustrations 
and 14 in color. 2120 pages. By James C. Wilson, A.M., 
M.D., Emeritus Professor of the Practice of Medicine and 
Clinical Medicine, Jefferson Medical College, and Eme- 
ritus Physician to its Hospital; Physician Emeritus, Penn- 
sylvania Hospital, and Physician-in-Chief to the Lankenau 
Hospital, Philadelphia; Formerly Captain, M.C., U.S.A. 
Assisted by Creighton H. Turner, M.D. Philadelphia and 
London: J. B. Lippincott Co., 1923. 

The first volume deals with diagnostic methods and pro- 
cedures from the old and well tried methods of physical 
diagnosis to descriptions of many of the newer procedures 
available to the more progressive men who have a moderate 
amount of laboratory equipment. In this branch, however, 
it is not broad enough to be of any special value to the 
laboratory specialist. 

The second volume deals with an account of the diseases 
generally considered in internal medicine. The third volume 
is confined to treatment. 

In the first volume an unfavcrable impression is given by 
reason of the many old illustrations retained. Substitution 
of new cuts would give the reader a better impression from 
the start. 

In the second volume the sections on nephritis are not up 
to the standards of the rest of the book. The older method 
of classification is adhered to throughout. No mention is 
made of the well recognized changes in blood pressure ac- 
companying chronic nephritis of all types, and, too, no ref- 
erence is made of the blood chemistry changes in nephritis. 

In still other respects the work is not so complete as one 
would like. The dietetic management of the various gastro- 
intestinal disorders could be added to with advantage. 

The work was just too early also to include the latest find- 
ings in the pancreatic therapy of diabetes. 

Notwithstanding the above criticisms, one will find much 
that is good in these three volumes. 


Epidemology and Public Health. A Text and Reference 
Book for Physicians, Medical Students and Health Work- 
ers. In Three Volumes. By Victor C. Vaughan, M.D., 
LL.D., Emeritus Professor of Hygiene, University of Mich- 
igan. Assisted by Henry F. Vaughan, M.S., Dr. P.H., 
and George T. Palmer, M.S., Dr. P.H., Epidemiologist, 
Department of Health, City of Detroit. Volume II, Nutri- 
tional Disorders and Alimentary Infections. Precutaneous 
Infections. 53 text figures. 917 pages. St. Louis: C. V. 
Mosby Co., 1928. Cloth, $9.00. 

The author states in his introduction that ‘“‘we have not 
done justice to animal parasitic infections because space did 
not permit.” This observation is true, for this section of 
the subject is not covered in the detail one would expect in 
a book of this kind. Knowing the author’s ability, it is to 
be regretted that the publishers did not allow adequate space 
to present this subject. It also appears strange that in the 
discussion on typhus fever, which takes up the history of 
this disease in detail, there is no mention of Plotz bacillus 
or Rickittsia Prowazeki. Also there is no reference to the 
Weil-Felix reaction under this disease despite the importance 
now attached to it by the Federal and state health 
organizations. 

The sections on nutritional disorders, the typhoid fevers 
and food poisonings are models of completeness. The re- 
maining sections are well covered, and the book can be 
summed as a splendid presentation of the subject. 


Rules for Recovery from Pulmonary Tuberculosis. A Lay- 
man’s Hand Book of Treatment. By Lawrason Brown, 
M.D. Fourth edition, revised. 217 pages. Philadelphia 
and New York: Lea & Febiger, 1923. 

This admirable little book, written for the sufferer of this 
dreaded disease by one of the masters in the field of tubercu- 
losis, tells the story of the methods of a cure in non-tech- 
nical language. 

Dr. Brown, a man who probably has seen and treated 
more tuberculosis than any other living person, has em- 
bodied the fruits of his ripe experience. It should prove 
invaluable to the tuberculous. 


The Medical Clinics of North America. Volume 6, San 
Francisco Number. May, 1923. Index Number. 248 text 


figures. 253 pages. Philadelphia and London: W. B. 
Saunders Co. Published bi-monthly. Paper, $12.00 per 
year. 


.The current number of the Medical Clinics is up to the 
high standard which from past experience one expects from 
this publication. It is a good number, and is even better 
than usual. It is a well rounded collection of clinical pre- 
sentations, 


BOOK REVIEWS 


569 


Legal Medicine and Toxicology. By Many Specialists. Ed- 
ited by Frederick Peterson, M.D., LL.D., Manager, Craig 
Colony for Epileptics; Formerly Professor of Psychiatry, 
Columbia University; Consulting Alienist, Bellevue Hos- 
pital, and Manhattan, Flatbush and Central Islip Hospitals 
for the Insane, New York City. Walter S. Hains; A.M., 
M.D., Late Professor of Chemistry, Materia Medica and 
Toxicology, Rush Medical College; Late Professorial Lec- 
turer on Toxicology, University of Chicago. And Ralph 
W. Webster, M.D., Ph.D., Assistant Professor of Medical 
Jurisprudence, Rush Medical College; Director of Chicago 
Laboratory. Clinical and Analytical. Two volumes, with 
242 text figures and 2 colored plates. 1196 pages and 92 
text figures. 1072 pages, respectively. Philadelphia and 
London: W. B. Saunders Co., 1928. Colth, $20.00. 

The editors have selected their contributors with care, and 
each subject is clearly presented. The first volume is given 
over to general aspects of legal medicine and the second to 
toxicology and laws affecting the practice of medicine and 
pharmacy as related to the dispensing of drugs. 

The advice given to the physician and lawyer relative to 
expert testimony is of real value. The section on ‘‘Identifi- 
cation of the Living’”’ by Alphonse Bertillon is an example 
of completeness. Volume II is given to toxicology. A splen- 
did feature is that each volume has a complete index ap- 
i as well as a general index to both volumes in Vol- 
ume II, 

The whole subject is covered in such a thorough manner 
that it would be difficult to find a poorly presented section. 
The book has been revised and brought up to date in a most 
satisfactory manner. 


A Text-Book of Pharmacology and Therapeutics. By E. 
Paulsson, Professor of Pharmacology, University of Chris- 
tiania. English Edition, edited by W. E. Dixon, M.A., 


M.D., F.R.S., Reader in Pharmacology and Assesser to the 
Regius Professor of Physic, Cambridge. 519 pages. Lon- 
don: William Heinemann (Medical Books) Ltd., 1923. 
Cloth, 25/-. 


The editor of the English edition directs attention to the 
Continental teaching of drug action and the method of their 
employment at the bedside. He has omitted comments 
or foot notes where the author differs from the views 
held in England, for he wisely remarks that the reader 
seeks the opinions of the author himself and not the com- 
ments of an outside critic. 

The section on Ion-Action and Salt Action under the 
heading of ‘Salts of Light Meta's, Alkilis, Acids, Halogens, 
Oxidizers,” ete., is an exceptionally clear and comprehen- 
sive presentation of this subject. 

It differs from similar text-books of America and England 
in some of its teachings. It should appeal to any physician 
who cares to inform himself of the Continental methods of 
therapy. 

The author has made himself thoroughly familiar with 
modern literature and gives due credit regardless of nation- 
ality. 


Oxford Medical Publications. War Blindness at St. Dun- 
stan’s. By Sir Arnold Lawson, K.B.E., M.D., F.R.C.S., 
L.R.C.P., Senior Ophthalmic Surgeon and Lecturer on 
Ophthalmic Surgery, Middlesex Hospital; Late Surgeon, 
Royal London Pphthalmic Hospital, etc. 148 pages. 
New York: Oxford University Press. 

The present volume is an account of the work done at St. 
Dunstan, the hospital given over to the treatment of the 
British war blind from 1914 to 1920. It is based upon the 
observations of 1,844 officers and enlisted men. 

The work is presented in the form of case reports, with 
discussions of each case and the type of eye disorder repre- 
sented. The author’s remarks on syphilis as related to the 
eye are of especial value. 

The book should prove helpful to the ophthalmologist and 
to those interestde in industrial injuries to the eye. 


Applied Psychology for Nurses. Lippincott’s Nursing Man- 
uals. An Introduction. By Donald A. Laird, Assistant 
Professor of Psychology, University of Wyoming; Lec- 
turer in Nursing Psychology, Invinson Memorial Hospi- 
tal School of Nursing. 47 text figures. 236 pages. Phil- 
adelphia and London: J. B. Lippincott Co., 1923. Cloth, 
$2.50. 

The author has written a very complete book from an ele- 
mentary point of view and has well explained the basic 
principles of psychology. He wisely stresses the importance 
of the nurse’s knowing herself as well as her patient psy- 
chologically. 

The book should prove an addition to the text books of 
nursing and could with advantage be added to the list of 
any training school. 
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Southern Medical News 
ARKANSAS 
Jackson County Medical Society has elected Dr. Walter 
Stallings, President; Dr. J. H. McCurry, Vice-President; 


Dr. M. L. Harris, Secretary-Treasurer. 

The Masonic order of the State is planning to build a 
$50,000 fire-proof building at the State Sanatorium for Tu- 
berculous Children. When completed the capacity of the 
sanatorium will be 300. 

The last session of the Arkansas Legislature appropriated 
$75,000 for additional buildings at the State Tuberculosis 
Sanatorium, Booneville. The capacity will be 260 beds. 
There was also an appropriation of $75,000 to establish a 
tuberculosis sanatorium for negroes. 


Deaths 


Dr. W. S. Muldrow, Mineral Springs, aged 73, died sud- 
denly May 2 from heart disease. 

Dr. Rufus S. Rice, Rogers, aged 60, died March 21 from 
uremia and chronic nephritis. 

Dr. R. B. Gibson, Cherry Valley, aged 67, died at St. Jo- 
sep’h Hospital, Memphis, Tenn., May 19 from heart disease. 

Dr. William D. Alford, Murfreesboro, aged 87, died sud- 
denly May 12 from heart disease. 


DISTRICT OF COLUMBIA 


Ata meeting of the Board of Education, Washington, it 
was decided that provisions for more extensive medical in- 
spection in the public schools will be sought in next year’s 
budget, if the board can obtain the support of the local 
social service agencies interested in the work. 

Dr. Hugh S. Cumming, Surgeon General of the U. S. Pub- 
lic Health Service, has gone to Geneva, Switzerland, to ar- 
range collaboration of the League of Nations’ international 
health work with the United States. 


Deaths 


Dr. Michael Joseph Ready, Washington, aged 44, died May 
19 following a long illness. 

Dr. Randolph Breese Brummett, Washington, aged 53, died 
at the Emergency Hospital May 7 from heart disease. 
—« Holland Heron, Washington, aged 56, died 

ay 12. 


FLORIDA 


The Florida Railway Surgeons’ A tion has elected Dr. 
Henry C. Dozier, Ocala, President; Dr. Julius C. Davis, 
Quincy, Vice-President; Dr. Edmund W. Warren, Palatka, 
Secretary. 


Deaths 


Dr. Howard Switzer, Miami, aged 73, died May 26. 
Dr. Theophilus West, Marianna, aged 87, died April 10 
from senility. 


GEORGIA 


Butts County Medical Society has elected Dr. H. W. 
Copeland, President; Dr. A. F. White, Vice-President; Dr. 
J. Lee Byron, Secretary-Treasurer. 

Dougherty County Medical Society has elected Dr. A. W. 
Wood, President; Dr. N. E. B , Vice-President; Dr. 
W. S. Cook, Secretary-Treasurer. 

Floyd County Medical Society has elected Dr. J. L. Gar- 
rard, President; Dr. W. B. Floyd, Vice-President; Dr. M. 
M. McCord, Secretary-Treasurer. 

Gordon County Medical Society has elected Dr. R. M. 
Gray, President; Dr. W. R. Richards, Vice-President; Dr. 
Z. V. Johnston, Secretary-Treasurer. 

Hart County Medical Society has elected Dr. G. T. Har- 
per, President; Dr. A. O. Meredith, Vice-President; Dr. T. 
R. Gaines, Secretary-Treasurer. 

Jasper County Medical Society has elected Dr. R. F. 
Cary, President; Dr. L. Y. Pittard, Vice-President; Dr. J. 
W. Payne, Secretary-Treasurer. 

Ocmulgee Medical Society has elected Dr. J. M. Smith, 
President; Dr. W. A. Coleman, Vice-President; Dr. W. H. 
Pirkle, Secretary-Treasurer. 
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Polk County Medical Society has elected Dr. E. H. Rich- 


ardson, President; Dr. G. M. White, Vice-President; Dr. 
S. L. Whitely, Secretary-Treasurer. 

Screven County Medical Society has elected Dr. A. D, 
Lewis, President; Dr. Louis Hannah, Secretary; Dr. L, F. 
Lanier, Treasurer. 

Tattnall-Evans County Medical Society has elected Dr, 
Dan S. Clanton, President; Dr. J. arris, Vice-Presj- 
dent; Dr. J. C. Collins, Secretary-Treasurer. 

Ware County Medical Society has elected Dr. W. F, 
Reavis, President; Dr. D. M. Bradley, Vice-President; Dr, 
J. E. Penland, Secretary-Treasurer. 

Dr. Victor H. Bassett, Savannah, has been elected Health 
Officer of Tybee. 

The Good Samaritan Clinic, devoted exclusively to dis- 
orders of the ductless glands, was recently opened in At- 
lanta. It is supported by a group of prominent capitalists 
who form its board of trustees. Twenty physicians and an 
orthodontist compose its medical staff. 

Drs. Albert L. Crittenden, Shellman, and Frederick D. 
Petterson, Culbert, have been appointed members of the 
State Board of Health. 


Deaths 


Dr. James Wallace Van Dusen, Fort Benning, aged 52, 
died at the Walter Reed General Hospital, Washington, D. 
C., May 2 from ileus paralyticus. 

Dr. Silas W. Arrowood, Atlanta, aged 64, died April 22 
at a local sanatorium. 

Dr. Robert Warren Colquite Green, College Park, aged 72, 
died March 20 from chronic nephitis. 


KENTUCKY 


The Northeastern Kentucky Medical Association has 
elected Dr. Z. T. Thompson, Pikeville, President; Drs. M. 
B. Wicker, Meeksburg, G. B. O. O’Roarke, Grayson, G. E. 
Johnson, Jenkins, Vice-Presidents; Dr. C. E. Downs, Ash- 
land, Secretary; Dr. H. G. Morris, Greenup, Treasurer. 

Muhlenberg County Medical Association has elected Dr. 
E. L. Gates, President; Dr. H. Tyldsley, Vice-President; 
Dr. W. McNeil, Secretary. 

Bullitt County Medical Society has elected Dr. G. W. 
Kirk, President; Dr. R. J. Kerr, Vice-President; Dr. R. L. 
Hackworth, Secretary-Treasurer. 

Nicholas County Medical Society has elected Dr. W. H. 
Martin, President; Dr. L. K. Swango, Vice-President; Dr. 
C. W. Kash, Secretary. 

The University of Louisville has acquired a new $270,000 
campus of about 40 acres, to which the College of Arts and 
Sciences will be moved within two years and on which new 
buildings will be erected. An agreement has been made 
between the city and school authorities by which the profes- 
sional administration of the Louisville City Hospital is given 
over entirely to the University. 

Owners of the Brosheer-Brummett Hospital, Middlesbor- 
ough, are planning to build two two-story buildings adjoin- 
ing the hospital. 

A memorial to Dr. Sidney J. Meyers, who died recently, 
may be raised by voluntary subscription. E. S. _Tachau has 
been named chairman of the committee sponsoring the me- 
morial. The form of the memorial will be decided upon 
later. 


Deaths 
Dr. Sidney Johnston Meyers, Louisville, aged 50, died May 
28 at St. Joseph’s Infirmary, following an operation. 
Dr. William Henry Coleman, Louisville, aged 53, died May 
17 from cerebral hemorrhage. 


LOUISIANA 


Dr. George E. Beyer, entomologist of the State Board of 
Health, New Orleans, has been granted a leave of absence 
to go to San Domingo to assist in stamping out malaria. 

Dr. John F. McHugh, Mansfield, has resigned as Health 
Officer of DeSoto Parish. 


Deaths 
Dr. James Duffield Toy, De Ridder, aged 46, died May 2. 


MARYLAND 


Dr. Howard A. Kelly recently presented a Della Robbia 
Bambino to the Babies’ and Children’s Clinic at the Univer- 
sity of Maryland. 


(Continued on page 36) 
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The worst cases of Osteomyelitis are 
the best cases for ALKANITE. 


As an adjunct to good surgery “Alka- 
nite” ranks with Dakin’s. 


In 1/4-lbs. at $1.50 thru your druggist. 


Wrecnons 
PATHOGENIC 


ALKANITE 


SOLUTABS ACRIFLAVINE P-M CO. 


HAND MOULDED QUICKLY SOLUBLE 


ACRIFLAVINE has been shown to be a more powerful antiseptic, in serum, 
than bichloride or phenol. 
SOLUTABS ACRIFLAVINE P-M CO are superior to other forms of the 
chemical for medicinal use, in that 

They are more quickly soluble. 

They permit use of freshly made solutions. 

They yield solutions of accurate strength. 

They avoid staining hands or clothing in making solutions. 


Each Solutab contains Acriflavine 1-37/100 grs., making 3 ozs., of solution 1:1000 
(proper injection strength) or 1 pint of solution suitable for lavage. 


Acriflavine in dilution of one Part to 300, G00 of protein- containing media, 
has been shown to inhibit the de Pp of G i: in proper strengths 
it is practically non-irritant and does not decrease phagocytic action. Its 
results in Specific Urethritis are superior to the generally used antiseptics. 
It is indicated in a wide range of conditions caused by pathogenic organisms. 


Solutabs Acriflavine 1-37/100 grs., P-M Co are hand-moulded, disintegrate quickly and 
dissolve readily. Supplied in packages of 5 tubes of 10 tablets each. Write for 


literature. 
PITMAN-MOORE COMPANY 


Chemists 
INDIANAPOLIS, U. S. A. 
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BURDICK 
Infra-Red 
Compress 

No.3 


Burdick Infra-Red Compress applied to shoulder for 
“mild-prolonged” application. 


Infra-Red Radiant 
Energy 


No other local application of radiant energy 
is comparable with the INFRA-RED Rays. 


The Infra-Red Rays are converted into 
heat in the deeper tissues, effecting in- 
creased vascularity, cellular massage and 
maintaining active catabolism and anabol- 
ism with regression of oedema. 


The Burdick Infra-Red Generators en- 
able the physician to give either “short in- 
tensive” or “mild prolonged” applications of 
these long-wave, deeply penetrating’ rays 
with ease, certainty and comfort to the pa- 
tient. 


These Generators can be attached to any 
light socket, are absolutely safe to use, un- 
der perfect control and are indicated in a 
wide range of ailments. 


The introduction of this form of physio- 
therapy is so important and the clinical re- 
sults already obtained are so promising that 
we have gathered all the available infor- 
mation in an exhaustive and interesting 
treatise. 


The first edition of this book—entitled 
“Infra-Red Therapy” will be sent free to 
any physician on request. 


Burdick Cabinet Company 


Manufacturers of Light Therapy Equipment 


400 Madison Ave. 


Milton, Wisconsin 


. (Continued from page 570) 


Dr. William M. Dabney, Ruxton, and Mrs. Elizabeth Mar. 
tin Brown, Baltimore, were married at Media, Pa., on May 10, 


Deaths 


Dr. William Alfred Belt Sellman, Baltimore, aged 72, died 
May 10, following a long illness. 


MISSISSIPPI 
Deaths 
Dr. Washington L. Lee, Petal, aged 71, died May 6. 


MISSOURI 


The Western Electro-Therapeutic Association, at its recent 
meeting in Kansas City, elected the following officers:: Dr, 
H. H. Bowing, Rochester, Minn., President; Drs. E. H. 
Skinner, Kansas City, and A. D. Willmoth, Louisville, Ky., 
Vice-Presidents; Dr. Charles Wood Fassett, Kansas City, 
Secretary; Dr. W. P. Grimes, Kansas City, Treasurer. Next 
meeting will be held in Kansas City. 

A $500,000 Maternity Hospital will be established at the 
Washington University School of Medicine. It will be an 
eight-story building and will have a 250 bed capacity instead 
of a 33 bed capacity as at present. 

The Lloyd Building, one of the three additions to the Mis- 
souri State Sanatorium, Mt. Vernon, was recently dedicated, 

Dr. Montrose T. Burrows, Associate Professor of Experi- 
mental Surgery, Washington University School of Medicine, 
St. Louis, has announced that the animal quarters of that 
institution are being enlarged to accomodate more than 
twice the present capacity. 

Dr. E. E. Brunner, Superintendent of the State Hospital 
No. 4, Farmington, has been transferred to the superin- 
tendency of the colony for feeble-minded and epileptics at 
Marshall. 

Dr. Francis E. Cullen, senior physician at the City Hos- 
pital, St. Louis, has been appointed Superintendent of the 
Isolation Hospital, ding Dr. Eug A. Scharff, who 
was appointed Superintendent of the City Hospital. 


(Continued on page 38) 


FOLLOWING 
PAUL EHRLICH 


THE supreme importance of the 
arsphenamines is in their try- 
panocidal power. Lightning - like 
solubility of a drug solely affects 
the convenience of administration. 
The combination of maximum trypano- 
cidal value and of proper and complete 
solubility has been conserved in the pro- 
duction of 
SALVARSAN 
(Arsphenamine-Metz) 
NEOSALVARSAN 
(Neoarsphenamine-Metz) 
SILVER-SALVARSAN 


(Silver-arsphenamine-Metz) 


in conformity with the theories, formulas 
and processes of the discoverer, Paul Ehrlich. 
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Announcing a new film— 


Eastman 
Dupli-Tized X-Ray Film 
Super Speed 


Not only will this truly Super Film 
be found to be 2% to 3 times faster 
than standard Dupli-Tized Films for 
Screen Work but also for Direct Ex- 
posures without screens the speed 1s 
20% greater than in the standard 
film. 


At your dealer's now. No advance in price. 


Eastman Kodak Company 
Medical Division Rochester, N. Y. 
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(Continued from page 36) 
Dr. H.'T. Leach, Elston, has been appointed County Phy- 
sician. 
OP Dr. C. P. Fryer, Maryville, Nodaway County Health Of. 
ey ficer, has been appointed City Health Officer. 
The Morgan County Physicians’ Protective Association 
ACCU RACY was recently organized in Versailles. Dr. Wm. Well was 
, i elected President; Dr. H. N. Lutman, Secretary. The object 
: ‘ of the association is a united effort to improve collections for 
5 medical services rendered. 


: Dr. R. Emmet Kane, St. Louis, and Miss Grace Cantwell. 
om Madison, Wis., were married May 1. 
SIM PLICITY Dr. Lawrence M. Riordan, St. Louis, and Miss Caroling 
Robinson Hardy, Waterloo, Ill., were married May 10. 
Dr. W. H. Allen and Mrs. Agnes Brown, both of Rich 
Hill, were married May 23. 
Dr. Lee Petit Gay, St. Louis, and Miss Ruth Bradfield, 


RELIA BILITY Abilene, Tex., were married April 22 


Deaths 


Dr. Albert P. Mitchell, Bolivar, aged 62, died May 16 ata 
hospital in Springfield. 

Dr. James William McClanahan, Forest City, aged 68, died 
recently at the Ensworth Hospital, St. Joseph, from carci- 
noma of therstomach and liver. 

Dr. Fritz E. Skinner, DeSoto, aged 52, died April 22 from 
sepsis, due to a dento-alveolar abscess. 

Dr. Charles W. Pyle, Kansas City, aged 56, died May 5 
from heart disease. 
gh aoe Dr. Marshall Ney Smith, St. Louis, aged 63, died May 14 
from cerebral hemorrhage. 

Dr. John J. Mayfield, Jackson, aged 60, died May 21 from 
Bright’s disease. 

Dr. William C. Etherton, Missouri City, aged 45, died 


~ 


Dr. Bryan Connor Axtell, Kansas City, aged 67, died 


“STANDARD BLOODPRESSURE” 


NORTH CAROLINA 


Dr. Alonzo Myers, Charlotte, announces the association 
with him in the practice of orthopedic surgery of Dr. J. 


EN a work’ of any descrip- Bes Stuart Gaul. A clinic, known as the Alonzo Myers Orthopedic 
tion is acknowledged to be Clinic, Inc., has been opened. 
4 Dr. William E. Warren and Miss Deborah Fleming, both 
supreme in its field, there ate: of Williamstown, were married at Norfolk, Va., April 30. 
invariably those who imitate and _ (Continued on page 40) 
equality with it, and who seek 
to profit through its high repute. 


This is not unusual for it inevitably 
befalls any-product which enjoys. the 
‘ reputation of being exceptionally fine. ~ 


'UCH efforts to duplicate the origi- : 
J nal never attain to the skill and 
the deep, inner excellence that give 
‘it distinction; and by. the natural law B Hi d d 
that a follower can never be the — ran 1S 1 en 
leader they are forever barred from - 
teaching the goal so unwisely sought. In those delicious flakes 
‘waa The doctor, sitting in impartial - Pettijohn’s is soft rolled wheat—a 
judgment, is not deceived by unsup-. special wheat—the most flavory wheat 
ported claims, and does not accept that grows. Hveryone enjoys tt. 


These delicious flakes hide 25% of 
substitute for bran, yet the bran is hardly noticed. 


Thus Pettijohn’s combines whole 


| wheat and bran in its most delightful 
YOUR: DEALER HAS THE. é | form. It is a favorite morning dainty. 


TER IN STOCK 


Package Free—to physicians on request. 
W. A. BAUM CO, INC.) Fettijo NS 


The Quaker Oats Company, Chicago 
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ons for 


Answering an 
Important Question 


Rich 
adfield, 

: “Why is it ible to 
The Question — vate 
nutritional results to normal, full-term infants of 


varying ages (from birth to one year, or even longer 
if desired), without dilution or ge?” 
This is possible because 
The Answer S.M. A. resembles breast 
milk, both physically and chemically, in all impor- 
tant respects. In other words, S.M.A. resembles breast 
milk not only in the quantity of protein, carbohydrate 
and salt—it also resembles breast milk so closely in 
the character of its fat that it is possible for S. M. A.to 
contain the same quantity of fat as breast milk. S.M. A. 
is also markedly anti-rachitic and anti-spasmophilic. 
allie S.M.A. thus offers the physician a means of supply- 
otf ing infants of all ages with the food elements in the 
same proportion as they would obtain them from 


sa breast milk. And this is why, in feeding S. M. A., it 
is only necessary to increase the amount of the pre- 
i pared food as the infant grows. 


S. M. A. is sold by druggists on the order of a phy- 
sician. If you cannot obtain it from your druggist, 
please give us his name, and we will furnish you 
direct till he gets a supply. Complete literature for 
physicians on request—THE LABORATORY PRO- 
DUCTS CO., 1111 Swetland Bldg., Cleveland, Ohio. 


A FOOD TO KEEP BABIES 
and YOUNG CHILDREN WELL 
Adapted to Mother’s Milk 


Formula by permission of The Babies’ Dispensary and Hospital of Cleveland 
owners of the patent rights 


; 
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KELEN 


ANE 


The automatic closing tubes require 
Simply press the lever. 


no valve. 


ST 


Supplied in 10, 30 and 60 gramme 
automatic closing glass tubes. 


Also in 8 and 5 Cc. hermetically 


HESIA 


sealed glass tubes. 


Manufacturers 


FRIES BROS. 
92 Reade St., New York 


Sole distributors for the U. S. and Canada 


MERCK & CO. 


St. Louis 


New York 


Pure Ethyl 
Chloride 


For Local and General 


Montreal 


(Continued from page 38) 
Deaths 


Dr. Richard Hall Johnston, Wilson, aged 52, died May 13 
from chronic nephritis at a local hospital. 

Dr. William H. Wilson, Lenoir, aged 60, died April 15 at 
Morgantown from cerebral hemorrhage. 


OKLAHOMA 


The Oklahoma State Medical Association, at its recent 
meeting, elected the following officers: Dr. Ralph V. Smith, 
Tulsa, President; Dr. Everett S. Lain, Oklahoma City, Pres. 
ident-elect; Drs. Chas. H. Ball, Tulsa, A. L. Blesh, Okla- 
homa City, and George S. Baxter, Shawnee, Vice-Presidents; 
Dr. Claude A. Thompson, Muskogee, Secretary-Treasurer, 

The Henryetta Medical Society, Henryetta, was recently 
reorganized. Dr. G. Y. McKinney was elected President; Dr. 
G. A. Kilpatrick, Vice-President; Dr. Hugh H. Monroe, Sec- 
retary-Treasurer. 

A group of physicians at Oklahoma City are anticipating 
the construction of a building to be used exclusively by phy- 
sicians and dentists. 

Dr. G. M. Clifton, Norman, has been appointed Health 
Officer for Cleveland County. 

Dr. O. W. Starr, Drumright, 
City Physician. 

Dr. William A. Fowler, Oklahoma City, and Miss Virginia 
Tolbert, Hobert, were married April 29. 


Deaths 


Dr. William L. B. McKelvy, Drumright, aged 61, died 
May 11 from pneumonia. 


was recently reappointed 


SOUTH CAROLINA 


Darlington County Medical Society has elected Dr. O. A. 
Alexander, President; Dr. W. L. Byerley, Vice-President; 
Dr. J. T. Coggshall, Secretary; Dr. J. W. Wilcox, Treas- 
urer. 

The Southerrt Railway Surgeons’ Association met in 
Charleston recently. Dr. Edward T. Newell, Chattanooga, 
Tenn., was elected President. 


(Continued on page 42) 


PATHOLOGY 
Allen H. Bunce, A.B., M.D., F.A.C.P. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. 
methods and technique are used. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


treatment are indicated. 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 
DRS. BUNCE, LANDHAM AND KLUGH 


Professional Bldg., 65 Forrest Ave., Atlanta, Ga. 


ATLANTA, GEORGIA 


DEPARTMENTS 


BACTERIOLOGY and SEROLOGY 
George F. Klugh, B.S., M.D. 


X-RAY and RADIUM 


Jackson W. Landham, M.D. 


Only standardized 
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REFRACTION 


Constitutes the Bulk of Ophthalmic 
Practice 


And the results are judged by the glasses that the 
patient wears. So that accurate Prescription Work 
is of the first importance. 


PRESCRIPTION WORK BY MAIL IS OUR 
SPECIALTY 


And Service to Distant Points is the Outstanding 
Feature of It. 


Everything that up-to-date methods and per- 
sonal oversight can accomplish in the way of Accu- 
racy and Promptness you will find in 


OUR MAIL PRESCRIPTION SERVICE. 


Let us demonstrate it to you. 


AMERICAN OPTICAL COMPANY 
D. V. BROWN DIVISION 
also D. V. BROWN 


WHOLESALE MANUFACTURING 


736, 738, 740 Sansom Street, Philadelphia 
P. O. Box 1392 
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Anti Rabic Virus 


TERRELL 


(U. S. Government License No. 84) 


You can treat your Rabies cases at home 
and thus help your patient economize in 
time and money. The product is uniform. 
It establishes a high degree of immunity. 
It is harmless. The treatments are free 
from complications. Reactions are less. 


Anti Rabic Virus, Terrell, has been used 
in over 1,000 cases with success and without 
deleterious effect in any instance. It is 
available for prompt institution of treat- 
ment, at the following Laboratories: 


TERRELL’S 
LABORATORIES 


The North Texas and Oklahoma Pasteur 
Institutes 


FORT WORTH 


(Texas State Bank Building). 


DALLAS 
(Medical Arts Building). 


RANGER 
(Terrell Building). 


TULSA 
(Richards Building). 


MUSKOGEE 


(Surety Building). 


OKLAHOMA CITY 


(Bailey-Terrell Laboratories). 
EL PASO 


(Turner’s Clinical Laboratory). 


TOPEKA, KANSAS 


(Lattimore Laboratory). 


. (Continued from page 40) 
TENNESSEE 


The West Tennessee Medical and Surgical Association re. 
cently met in Dyersburg. The following officers were elected: 
Dr. E. H. Baird, Dyersburg, President; Dr. S. M. Herron, 
Jackson, Vice-President; Dr. I. A. McSwain, Paris, Secre 
tary; Dr. George McSwain, Paris, Assistant Secretary. The 
next meeting will be held in Jackson. 

A gift of $10,000 to the Meharry Medical College Endow- 
ment Fund from Herman E. Perry, President of the Service 
Foundation of Atlanta, has been announced by the board of 
trustees of the institution. 

Dr. Fenton L. Husbands, Memphis, has been appointed 
Superintendent of the Blytheville Hospital, Blytheville, Ark. 


Deaths 


Dr. Jasper Kelsey, Nashville, aged 84, died April 26 at 
Fort Meade, Fla. 

Dr. E. H. Knight, Granville, aged 83, died May 29. 

Dr. James C. Clay, Alamo, aged 72, died May 18. 

(Continued on page 44) 


Dr. H. H. Kinney’s Infirmary 
OKOLONA, MISS. 


Has recently added the Original Battle 
Creek Treatments and an Electrotherapy 
Department. For further information 
address Dr. Kinney’s Infirmary, Okolona, 
Miss., Mrs. Juliet King, Secy. 


RCHERDTS| 


A STANDARD 


American Product 
(Free From Alcehel) 


For Preparing 
MALT SOUP 


Of recognized value in the treatment of infants 
suffering from marasmus, atrophy and mal- 
nutrition. 

Typical Malt Soup results are obtained by using 
BORCHERDT’S MALT SOUP-EXTRACT, usual 
weight increase, marked change in character of 
stools and generally a satisfactory improvement. 
BORCHERDT’S MALT SOUP-EXTRACT is 
composed solely of Malt Extract and Potassium 
Carbonate jn their correct proportion, according 
te the original Malt Soup Formula. 


Samples and Literature on Request 


BORCHERDT MALT EXTRACT CO. 
217 N. Lincoln St. CHICAGO, ILL. 


|_— < BOR 
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Considered from an economic standpoint, 


the cow gets away with petit larceny! 


She gives milk which sells for 10 cents per quart, and 88% of it is: 
nothing in the world but water! 

DRYCO—on the other hand—is pure cow’s milk deprived of its water 
by the rapid drying (Just’s) process, 212°F. for two seconds. 

DRYCO supplies Protein 32%, Lactose 46%, Fat 12%, Salts 7%; one 
oz. supplies 127 Calories. DRYCO is stable and sterile. Its casein in col- 
loidal form is easily digested. Its fat is quickly assimilable. Its taste is 
pleasant, its preparation simple. 

DRYCO is the nutrient par excellence for the feeding of ACUTELY 
ILL, CONVALESCENT, INVALID AND CACHECTIC patients as well as 
for THE EFFICIENT FEEDING OF INFANTS. 

Send for sample, literature, directions, feeding tables, also booklet, 
“The Doctor’s Rubaiyat.” 


THE DRY MILK CO. 18 Park Row NEW YORK CITY 


“An International Institution for the Study and Production of Pure Milk Products.” 


lodide Difficulties 


Avoided by 


SA JODIN 


Pleasant and convenient to take (tablets). No gastric distress. Virtually 
free from iodism. Better utilized than the iodides, Especially indicated for 


Enlarged Glands Goiter 


Chronic Arthritis Arteriosclerosis 
FERRO-SAJODIN Tablets agreeably and efficiently replace syrup 


of iodide of iron. 


IOTHION - OIL for local iodin therapy—highly penetrating and 


stainless—not merely a counter-irritant. 


Literature on request 
WINTHROP CHEMICAL COMPANY, Inc., 16-22 Hudson St., New York, N. Y. 


WINTHROP PRODUCTS 


Conform to Original High Standards , 
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Oats—2465 


Bread, 1060 Meat, 1460 


Professor H. C. Sherman, in his 
“Chemistry of Food and Nutrition,” 
gives composite ratings to various 
foods, based on a new system of 
scoring. This system is based on 
calories, protein, phosphorus, cal- 
cium and iron. 

Oats are rated at 2465 — highest 
of all the grain foods quoted. And 
higher than any other food save 
hard American cheese. 


Quaker Oats holds supreme place 
the world over, due to exquisite 
flavor. It is flaked from only the 
finest grains—just the rich, plump, 
flavory oats. We get but ten pounds 
from a bushel. This super-quality 
makes the oat dish delightful. 


Quaker Oats 


(Continued from page 42) 
TEXAS 


At the recent meeting of the Texas State Medical Associa. 
tion, held in Fort Worth, the following officers were elected: 
Dr. A. C. Scott, Temple, President; Dr. M. F. Bledsoe, Port 
Arthur, President-elect; Drs. Jasper N. White, Texarkana, 
Alonzo A. Ross, Lockhart, John W. Torbett, Marlin, Vice. 
Presidents; Dr. Holman Taylor, Fort Worth, Secretary, 
The next meeting will be held in San Antonio. 

The new Homan Sanatorium, to be erected on Mount 
Franklin, El Paso, will cost approximately $150,000. It will 
be a five-story building and will have 128 rooms. 

The cornerstone of the chemical laboratory of the Rice In. 
stitute, Houston, was laid June 4. The laboratory will be 
erected at an approximate cost of $1,000,000 and will be 
ready for occupancy September, 1924. 


(Continued on page 46) 


CLASSIFIED ADVERTISEMENTS 


INTERNES WANTED—Two for anesthetic service. Uni- 
versity Hospital, Iowa State University. Service begins July 
1st, 1923. Exceptional advantages for training in anesthtetic 
technique. Full maintenance and bonus of $125.00 for com- 
pleted year. Superintendent, University Hospital, Iowa City, 


Iowa. 


WANTED—Physician for hospital work in small town in 
Virginia; must be capable of doing x-ray and laboratory 
work. Reply, state salary wanted and references. Address 


K. B. H., care Journal. 


INTERNES WANTED—lIowa State University Orthopedic 
Service, three Internes to begin services on first of July, 
1928. Service 120 beds, both children and adults. Excellent 


opportunity for training. Terms: Full maintenance and 
Only hard workers need 


The Extra-Flavory Flakes bonus of $125 for completed year. I é 
apply. Dr. A. Steindler, University Hospital, Iowa City, 
Iowa. 


BARD-PARKER KNIFE 


lf 


Blade No. 23 interchangeable with Nos. 20, 21 and 22 on Handle No. 4 . 


ASK YOUR DEALER ‘* 


Satisfaction—E conomy—C onvenience 
Blades Nos. 10 and 11 are interchangeable on Handle No. 3 ve 


Blades: $1.50 Per Doz. Blade Delivered in Envelopes containing 6 of one size. Handles: $1:00 Each 


BARD-PARKER CO., Inc. 37 East Twenty-eighth Street, New York 


. 
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A Mark of Quality ie) A Sign of Service 


ACME-INTERNATIONAL 
DEEP THERAPY 
PROTECTIVE CYLINDER 


MOTOR OR HAND RAISING MECHANISM 
— CONNECTION THROUGH- 


Vol. XVI No.7 


PERFECT AIR COOLING OF X-RAY TUBE 


PROTECTION FROM STRAY RAYS AT 
SOURCE 


ADJUSTABLE TO ANY REQUIRED ANGLE 
EXCEPTIONAL EASE OF MANIPULATION 
Patents Pending 


An illustrated descriptive bulletin furnished if 
requested. 


ACME-INTERNATIONAL X-RAY COMPANY 


841 West Chicago Avenue Chicago, Illinois 


Service and Distributing Headquarters in all Localities 


NOVARSENOBENZOL BILLON 


NEOARSPHENAMINE 


Originators 
LES ETABLISSEMENTS POULENC FRERES, Paris 


Sole licensees to manufacture in the U.S.A. 
POWERS-WEIGHTMAN-ROSENGARTEN CO., Philadelphia 


The American production is identical with the French. Orders repeated with increasing 
quantities, emphasize tho unqualified approval of Novarsenobenzol Billon since its 
re-introduction into the United States. 


CAN BE SECURED FROM YOUR SUPPLY HOUSE OR DRUGGIST 
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_ Have A Voice in 
the Selection of Your 
Local Legal Counsel 


Clause ‘“‘D” of the Medical Protective Contract says: 
Upon receipt of notice the company shall immediately as- 
sume full responsibility for the defense of any such claim 
er suit and shall retain local legal counsel, IN WHOSE 
SELECTION THE HOLDER HEREOF SHALL HAVE A 
VOICE, who, in conjunction with the legal department of 
shall defend without expense to the holder 
reof. 


And the Doctor says: 

“As you are aware, I was made a co-defendant in this suit 
with another physician, who carried other protection. I am 
sure you can realize what vastly greater relief I felt than he 
throughout the entire proceedings, where damages to the 
extent of fifty thousand dollars were claimed. 


“HE HAD NO CHOICE IN THE NAMING OF LOCAL 
COUNSEL, ANOTHER POINT THAT I HAPPEN TO 
KNOW CAUSED HIM SOME EMBARRASSMENT.” 


A Medical Protective Contract assures you of expert defense 
and personal service, rendered by the enly corps of legal 
specialists in malpractice in existence, who devote their 
entire time to the interests of the contract holders of this 


company. 
THE MEDICAL PROTECTIVE CO. 
of 
Fort Wayne, Indiana. 
Professional Protection Exclusively. 


° (Continued from page 44) 
Dr. Albert Woldert, Tyler, and Miss Eva Buford, Hender. 
son, were married May 6. 
Deaths 
Dr. Willis R. Smith, El Paso, aged 50, died suddenly 
April 29. 
Dr. Charles Adam Reinemund, El Paso, aged 40, died 


ay 7. 
Dr. Robert Lee Combs, Cooper, aged 58, died May 6. 


VIRGINIA 

The Accomac County Medical Society held its first meeting 
since 1919 at Olney, May 8. The following officers were 
elected: Dr. Joseph L. DeCormis, President; Dr. William 
M. Burwell, Vice-President; Dr. John W. Robertson, Secre- 
tary-Treasurer. 

A drinking fountain will be erected in Winchester as a 
memorial to the-late Dr. Godfred L. Miller. The approximate 
cost will be $2,000, of which $1,400 has already been raised. 

Dr. Louis L. Williams, Jr., Richmond, with the State De- 

partment of Health, has been appointed to represent the 
United States on the epidemic committee of the League of 
Nations. Dr. Williams will spend four months in Italy 
studying malarial problems. 
. Dr. Joseph A. White, Professor of Ophthalmology, Medical 
College of Virginia, Richmond, will have charge of the com- 
poe fa chairs of ophthalmology, otology, rhinology and laryn- 
gology. 


WEST VIRGINIA 

Dr. Duvall, who has been in charge of the Logan County 
Health Bureau, has resigned and been succeeded by Dr. 
Almon P. Goff, of the U. S. Public Health Service. 

Dr. Withrow Morse, Professor of Physiological Chemistry 
in West Virginia University School of Medicine, has been 
elected to the position of Professor of Physiological Chem- 
istry and Toxicology in the Jefferson Medical College. 

r. C. W. Kidder, Grafton, has been appointed County 
Health Officer of Taylor County. 
Deaths 

Dr. A. Fletcher Haynes, Huntington, aged 62, died recently 

from influenza. 


body weight declines. 


soluble nitrogen. 


2530 Elston Avenue 


BRAND’S BREWERS’ YEAST 


Vitamin B. is a most essential ingredient of the diet. Bailey, of the Con- 
necticut Agricultural Experiment Station, has shown that with Vitamin 
B. absent from the diet, the appetite fails, food intake is diminished and 
Experiment animals recovered promptly ‘when 


brewers’ yeast was added to the diet. 
‘ Brewers’ yeast is rich in the water soluble or Vitamin B. content. 


BRAND’S BREWERS’ YEAST is a dry brewers’ yeast, containing no ex- 
cipient or admixture of foreign substance. It is stable, palatable and being 
marketed in capsules only, it is a convenient form for administering brew- 
ers’ yeast. It maintains its potency indefinitely because it is a “live” yeast. 
Its full nitrogen content is 8.89 per cent, of which 5.6 per cent is water 


Samples on Request 
BRAND LABORATORIES 


Chicago 


| = 
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X-RAY SUPPLIES 
and ACCESSORIES 


EASTMAN X-RAY DUPLITIZED FILMS 


Six Dozen to Case Size 


25.62 net per case 
32.52 net per case 
49.44 net per case 


One Dozen to Case Size 


$1.24 net per dozen 
2.81 net per dozen 
4,42 net per dozen 
5.61 net per dozen 
8.55 net per dozen 


All Films Prepaid 
Anywhere in U.S. A. 


KELLEY KOETT X-RAY APPARATUS 
and X-RAY ACCESSORIES 
If It’s X-Ray Write Our Special X-Ray Department 


WE GIVE SERVICE 


DOSTER-NORTHINGTON DRUG CO. 


Birmingham, Alabama 
Surgical, Hospital and Laboratory Supplies 
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B. B. CULTURE 


A Superior Lactic Culture 


At this season B. B. CULTURE 
will be found of notable value in in- 
fant enterocolitis and the various 
intestinal infections and derange- 
ments of infancy. 


Our products are readily obtain- 
able at the best prescription pharma- 
cies throughout the South and by our 
system of dating you are assured of 
the freshness of the culture you use. 


If you are unfamiliar with 
B. B. CULTURE, we will gladly sub- 
mit literature and samples for clinical 
trial. 


B. B. CULTURE LABORATORY, Inc. 
Yonkers, New York 


ry 


SAVE MONEY ON 


youR X-RAY 


Get our price list and discounts on quantities before you 

purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

10 % TO 25 % ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick shipment. 
PARAGON Brand, for finest work; UNIVERSAL Brand, 
where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
Eastman, Ilford or X-ograph metal backed. Fast or slow 
emulsion. 

BARIUM SULPHATE. For stomach work. Finest grade. 
Low price. 

COOLIDGE X-RAY TUBES, 5 styles, 10 or 30 militiamp.- 
» Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 
DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will end your dark room troubles. 5 sizes of Enam- 

eled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 

: celluloid window or all celluloid type, one to eleven film 
openings. Special list and ples on request. Price in- 

_ cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 4th or less. Double 


screens for film. All-metal cassettes. 
LEADED GLOVES AND APRONS. (New type glove, lower 
priced.) 
FILING ENVELOPES with printed X-Ray form. (For used 
plates.) Order direct or through your dealer. 
‘ If You Have a Machine Get Your 
Name on our Mailing List. 


GEO. W. BRADY & CO. 
i 780 So. Western Ave. CHICAGO, ILL. 
Southern Branch, 736 Perdido St., New Orleans. 


_— 


The 
Original 


ORLICKk 


THE ORIGINA, 


H 


Prescribed 
Over 
One-third 
Century 


CTURERD 
Hon MALTED CO- 


Avoid 
Imitations 


Treatment Outfit 


W. B. 7988a 
Keystone Spe- 
cialist’s Treat- 
ment Outfit. 


Has clips for 
spray tubes 
and bottles, 
five drawers 
and a com- 
partment con- 
taining 
Tankless Com- 
pressed Air 
Suction and 
Pressure Out- 
fit. 


Built of heavily enameled steel. 
Complete description upon request. 


WocHER & SON ©o, 


Surgical Instrument Makers 
29-31 West Sixth St., CINCINNATI, OHIO 
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There Are Two Classes of People 
Those who wear O’Sullivan’s Heels and 
Those who do not 


The first know the satisfaction and benefits 
that come from wearing soft, resilient heels 
with their gratifying avoidance of fatigue, ex- 
haustion and discomfort. 


The second know the ill-effects that result 
from the use of leather heels, with their inevi- 
table increase of nerve tension and tendency to 
lower physical and mental efficiency. 


In advising the routine wearing of O’Sullivan’s 
Heels, medical men thus point to a means 
that can—and will—contribute in no uncertain 
to the comfort, health and well-being of the 

ody. 


O’SULLIVAN RUBBER CO., Inc. 


New York City 


“The endocrines are functionally basic to all principles of physiology, in fact, endo- 
crinology is physiology, and no physician or surgeon can qualify adequately in any phase 
of medical science who is failing in knowledge of this subject. We must all be endocrinolo- 
gists to practice successfully the art of healing, which is our paramount —s (ne 
Interrelation of the Endocrines and the se) Nervous System,’””’ Wm. V. P. Garret- 
son, New York Medical Journal, March 15, 1922. 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and integrity 
of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic pro- 
ducts for which there is no chemical or biological assay. Every manufacturing process and all our 
product is supervised by our Analytical and Research Department. 


DESICCATED PITUITARY BODY, U.S.P. 
DRIED SUPRARENALS, U.S.P. 
DRIED THYROIDS, U.S.P. 


SOLUTION OF POST-PITUITARY 
Insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufacturers Organotherapeutic 


of Products 


417-421 Canal Street, New York, N. Y. 
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Binder and Abdominal Supporter 


(Patented) 


For Men, Women and Children 

For Ptosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-Iliac Articulations, High and 
Low Operations, etc. 

Ask for 36 page Illustrated Folder. 

Mail orders filled at Philadelphia only— 
within 24 hours. 

KATHERINE L. STORM, M.D., 
Originator, Patentee, Owner and Maker 


1701 Diamond St. Philadelphia 


THE OLD WAY j THE NEW WAY 


OUR TUBE eas 
Better Ocular Therapeutics 
Can be obtained by the use of ‘‘M-E-S-Co” 
brand of Ophthalmic Ointments. Reasons: 
Selected Chemicals, Thorough Trituration, 
Perfect Incorporation, Sterilized Tubes, 
Boiled and Strained Petroleum, Excellent 
Service, No Waste, No Dirty Salve Jar, 
Right Prieges. Write for complete information. 
MANHATTAN EYE SALVE CO., Ine. 
Louisville, Ky. 


Trade Mark Registered. 


Gluten Flour 
40% GLUTEN 
Guaranteed to comply in all respects to 
standard requirements of U. S. Dept. of 
Agriculture, 
Manufactured by 
FARWELL & RHINES 
Watertown, N. Y. 


HIGH POWER 
Electric Centrifuges 
Cat. Ca 
INTERNATIONAL EQUIPMENT C8. 


253 WESTERN AVE. BOSTON, MASS. 


Send for 


SAVE YOUR OLD SURGICAL 
INSTRUMENTS 


INSTRUMENTS | 
REPAIRED 
RENICKLED 
MADE OVER 
LIKE NEW 


Send them to us: you will be pleased. COST 
is — compared with price of new Instru- 
ments. 


Surgical Selling Company 


All Hospital Supplies 
65 FORREST AVE. ATLANTA, GA. 


When your Sphygmomanometer 
shows your patient has high blood 
pressure, what are you going to do? 


Would you be willing to be con- 
vinced that Electro-therapy is of 
great value to you in many such 
cases? 


We have a very special proposition 
to make physicians who want to in- 
vestigate this subject. 


Write us on your own letter head 
for particulars if you are inter- 
ested. 


Thompson-Plaster X-Ray Company 


Leesburg, Va. 


Thompson-Plaster X-Ray Co., 
Leesburg, Va. 


Send me full particulars re your special propo- 
sition as advertised in Southern Medical Journal. 


Name. 


Address 
Enclose your letter head. 
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MADES 
NTRAVENOUS MEDICATION 


ASAFE PRACTICAL 

OFFICE TECHNIC CERTIFIED 
Every intravenous solution bearing the 
name “Loesers” has progressed under a 


control number through the scrupulous 
routines of our laboratory. 


Rigid chemical and physical tests control 
the absolute purity and uniformity. Every 
solution is physiologically tested on animals 
at many times the human dose, insuring 
the absolute accuracy of certified solutions. 


Loeser’s Intravenous Solutions 


“The Standard” 
Controlled by chemical, physical and animal tests. 


Clinical Reports, Reprints, Price List 
and 
The “Journal of Intravenous Therapy” 
will be sent to any physician on request. 


New York Intravenous Laboratory 
’ 100 West 21st Street a 
3 New York,N.Y. 


Producing Ethical Intravenous Solutions 
for the Medical Profession Exclusively. 
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N examination of some 

of Sherman’s Vaccine* 
prepared Ten Years ago 
showed no apparent deterio- 
ration nor autolysis. 
We welcome microscopic com- 
parisons of our vaccines for,— 
freedom from deterioration 
and autolytic products, accu- 
racy of count and morpholog- 
ical characteristics. 


Bacteriological Laboratories of 
G. H. SHERMAN, M.D., 
Detroit 


*This vaccine was in druggist’s stock in 
the regular way and recalled as outdated. 


Medication for 
Hypodermic Treatment 


Sterile, Accurate, Efficient. In Hypule Form 
Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
Hydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 

These hypules not only insure 
) full potency and exact dosage of 
the drug to be administered, but 

= they afford the physician an ascep- 
Heisters tic, and readily assimilated solu- Heisters 
Hypules tion or suspension. For treatment Hypales 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use of HEISTER’S HYPULES 
places this form of medication on a scientifi¢ 
basis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialties in Hypule Form 


List on Application CINCINNATI, OHIO, U.S.A. 


SURGICAL INSTRUMENTS 


= THREE REASONS TO SEND US YOUR ORDERS— 


: 1. We carry a large stock. You are certain to have 
: them filled. 


| 2. We sell only goods of quality. We do not handle 
seconds. 


= 8. We give prompt service. 


Mail, Wire or Telephone Us Your Needs Today. 


VAN ANTWERP’S DRUG CORPORATION 


Surgical Instruments and Supplies. 


Mobile, Alabama 


VAN ANTWERP BUILUING 
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THE DOCTOR IS THE PILOT- 


The life-saver of the infant 


BRING ON THE PILOT 


It’s time for the infant to come into its own. 


It’s time that the doctor should roll up his sleeves and take 
infant feeding into his own hands. 


It’s time to establish the doctor in the eyes of the citizenship 
—that he is the first man in the community. 


It’s time to have mothers point out strong, healthy, happy 
babies fed by the family doctor. 


It’s SUMMERTIME and time to consider that MEAD’S 
CASEC (Protein Milk) will correct fermentative diarrhoea. 


Mead’s tools for INDIVIDUALIZED infant feeding have influ- 
enced more practitioners to take up infant feeding than anything 
else during the past fifteen years, because your way is MEAD’S 
WAY—the right way. 


SUCCESS. Put infant feeding where it belongs—in the hands of 
the doctor. 


A generous supply of CASEC and literature will be sent imme- 
diately on request. 


MEAD JOHNSON & COMPANY 


Evansville, Indiana, U.S. A. 
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A TRIUMPH OF 
COLLOIDAL CHEMISTRY 


A protein protection around the particles of silver that 
makes silver iodide freely soluble in water 


ROM the chemist’s standpoint Neo-Silvol is one of the most 
fascinating products that we have ever marketed. Though 
silver iodide is insoluble in water, Neo-Silvol, which contains 
20 per cent of silver iodide, is readily soluble in water and remains 
in solution for a long time. The silver iodide is in colloidal form. 


The silver iodide in Neo-Silvol is in such a fine state of subdi- 
vision that in solution it passes through the finest filter paper with- 
out loss. The ultramicroscopic particles of silver iodide are kept 
from coalescing by the presence of a soluble protein substance in 
the Neo-Silvol which acts as a protecting colloid. Silver iodide 
has never before been marketed in solid colloidal form. 


Solutions of Neo-Silvol show the Brownian movement of the 
colloidal particles. Under the dark field of a powerful microscope 
these particles of silver iodide can be seen darting back and forth 
continuously. The average germicidal efficiency of Neo-Silvol is 
about the same as that of carbolic acid, but against the gonococcus 
Neo-Silvol seems to have a selective action. Our bacteriologic tests 
show that the gonococcus is destroyed by Neo-Silvol very much 
more rapidly and completely than by a carbolic acid solution of 
the same strength; 1:5000 Neo-Silvol is equal to 1:250 carbolic 
acid in its action on the gonococcus. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN - 


: 
| | 
| 
| 
: 
| | 
| 
| | | 
il 


} 
=~ | 
iH) 


